The New England 
Journal of Medicine 


Copyright, 1944, by the Massachusetts Medical Society 


Volume 231 


JULY 27, 1944 


Number 4 


INFECTIOUS MONONUCLEOSIS SIMULATING BRUCELLOSIS* 


LTHOUGH clinical and laboratory methods 
for the recognition of both infectious mono- 
nucleosis and brucellosis are reasonably adequate, 
the differential diagnosis of these infections at times 
gives rise to considerable confusion. Brucellosis, a 
bacterial disease, and mononucleosis, probably 
caused by a virus,’ nevertheless present such simi- 
larities in their manifestations that.one may readily 
be mistaken for the other. 

In both diseases, fever of undetermined origin 
is usually the keynote of the clinical course. The 
presence of sore throat, lymphadenopathy and 
splenic enlargement suggests a diagnosis of in- 
fectious mononucleosis, which may be confirmed by 
blood studies and the heterophile antibody re- 
action. I‘xcept perhaps for varying degrees of 
splenomegaly, most cases of undulant fever present 
few significant physical findings. The blood agglu- 
tination test is the one most frequently employed 
to corroborate the clinical impression. Unfor- 
tunately, isolation of the etiologic agent from the 
blood stream, the most reliable diagnostic aid, is not 
often successful. This is particularly true of in- 
fections caused by Brucella abortus. 

Investigation of cases of undulant fever reported 
to the Massachusetts Department of Public Health 
has demonstrated at times a readiness to accept the 
agglutination reaction as the ultimate criterion in 
the diagnosis of this disease. It must, however, 
be borne in mind that a positive test may be in- 
dJicative either of present infection or of previous 
pxposure to the causative agent. Menefee and 
Poston? have shown that a high titer of agglu- 
tinins may be demonstrated in the serums of pa- 
tients with febrile diseases other than brucellosis. 

In our experience, careful study of cases with 
bositive agglutination reactions for undulant fever 
nas occasionally revealed some other disease as the 
rause of an obscure hyperpyrexia. Recently a 

ijagnosis of infectious mononucleosis was estab- 
ished in several such cases. With awareness of 
he similarity between these infections, it became 
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apparent that a certain percentage of cases sus- 
pected of being undulant fever might easily turn 
out to be infectious mononucleosis. Accordingly, 
it was decided to perform the heterophile antibody 
reaction routinely on a series of 1000 consecutive 
blood serums submitted by physicians to the State 
Bacteriological Laboratory for undulant-fever agglu- 
tination tests. 

In each case in which a positive sheep-cell agglu- 
tination was elicited, the physician was interviewed 
to obtain additional laboratory and clinical data. 
If white-cell counts and blood smears were not al- 
ready available, it was suggested that these ex- 
aminations be made. In the cases in which the titer 
was less than 1:128, a second specimen was re- 
quested to ascertain the titer later in the course 
of the illness. 


LABORATORY OBSERVATIONS 


The number of specimens tested each month 
from May through October, 1943, and the number 
of positive sheep-cell and Br. abortus agglutinations 
are shown in Table 1. Each positive test represents 


Heterophile Antibody Reaction in Blood Serums 
Submitted for Undulant-Fever Agglutination Tests. 


Monti No. or Serums’ No. or Positive No. oF Positive 
ESTED ETEROPHILE UNbULANT-F EVER 
AntTiBopy REACTIONS AGGLUTINATION 
(1:128 or higher) Tests 
(1:405 or higher) 
May. 10s 2 
June. 212 3 9 
219 0 6 
August ...... 159 + + 
September ... 144 0 5 
October ..... 158 4 5 
Potels 1000 13 36 


a final diagnosis of either undulant fever or infec- 
tious mononucleosis. All tests on questionable 
cases have been omitted. In the 1000 specimens, 
infectious mononucleosis was revealed in 13. In 
only 2 of these cases had this diagnosis been sus- 
pected by the physician who submitted the speci- 
men; in other words, in 11 cases, this diagnosis 
might not otherwise have been revealed. It must 
be pointed out that a large proportion of the original 


\ 
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specimens were from patients with symptoms of 
long duration, the physician evidently having con- 
sidered a diagnosis of chronic brucellosis. Since 
infectious mononucleosis is usually an acute, com- 
paratively brief febrile illness, it was scarcely ex- 
pected to find positive heterophile reactions among 
this group of cases. If these chronic infections had 
been excluded, the percentage of cases of infectious 
mononucleosis would have been appreciably greater. 

This test series revealed only 36 cases of brucel- 
losis. Since these specimens had been submitted 
specifically for undulant fever, the discovery of 
13 cases of infectious mononucleosis represents by 
comparison a fairly high yield. 

The cases of infectious mononucleosis are sum- 
marized in Table 2. In 2 cases (Cases | and 3), an 
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For this reason the total number of lymphocytes 
and monocytes was expressed as a percentage of 
the mononuclear cells (Table 2), which varied from 
50 to 90 per cent (considering only the highest per- 
centage in each case). The known duration of 
fever varied from ten to twenty-three days. Sore 
throat was encountered in 7 cases, cervical lymph- 
adenopathy in 10, and enlargement of the spleen in 3. 


EPIDEMIOLOGIC OBSERVATIONS 
Brucellosis 


The diagnosis of infectious mononucleosis rests on 
criteria that are fairly clearly defined. This is not 
true of brucellosis unless the blood culture is posi- 
tive. In contrast to the ambiguity associated with 


TasBLe 2. Summary of Laboratory and Physical Findings in 13 Cases of Infectious Mononucleosis. 
AGE Sex TITER Watte-Ce.r PERCENTAGE OF Sore ADENOPATHY Sptentc Dvuration 
or SERUM OUNT Mononvucrears THROAT “NLARGE- OF Frver 
MENT 
x103 days 
E.M.. 21 | 1:64 4.7 (Aug. 17) 55 Cervical + 15 
1:1024 16.5 (Aug. 21) 
14 1:128 6.8 65 Cervical and + 23 
inguinal 
R.N 28 M 1:64 Ye 52 _ None 21 
1:256 
30 M 1:1024 7.8 55 Posterior 17 
cervical 
E.C. 72 1:2048 14.0 55 + None 10 
R. J 40 M 1:2048 10.6 (May 12) 67 a None _ 18 
13.7 (May 17) 71 
15.1 (May 19) 70 
30 M 1:1024 50 Posterior 18 
cervical 
Sarees 25 M 1:128 6.5 (Sept. 17) 42 Posterior + 12 
18.0 (Sept. 27) 80 cervical 
8.6 (Oct. 18) 52 
M.B.. 20 1:1024 21.5 S4 Posterior 
cervical 
L. C. 12 } 1:256 20.0 (Sept. 9) + Cervical - 10 
23.0 (Sept. 17) o8 
L. B. — } 1:32,768 9.0 76 + Cervical - 9 
A.B. 18 ] 1:256 14.0 54 Posterior ~ 21 
cervical 
ia Be 34 M 1:512 16.3 (Oct. 7) 74 Posterior ~ 14 
22.9 (Oct. 14) 77 cervical 
22.1 (Oct. 21) 78 


initial test positive in a dilution of 1:64 rose to a 
higher titer in a subsequent specimen — 1:1024 in 
one case and 1:256 in the other. The highest titer 
obtained was 1:32,768, and 2 cases demonstrated 
positive reactions in a serum dilution of 1:2048. It 
is apparent that a titer of 1:64 is fair evidence of 
infectious mononucleosis. One case positive in this 
dilution (not included in Table 2), however, did not 
prove to be infectious mononucleosis. 

White-cell counts were made in 12 cases and blood 
smears were exatained in 13. The former ranged 
from 7200 to 23,000 (considering only the highest 


count in each case). Since the blood smears were ~ 


performed in many laboratories, no conclusion 
could be drawn concerning specific blood cells. 


its clinical manifestations, the epidemiology oi 
undulant fever has been fairly definitely established 

Brucellosis is acquired by ingestion of infectec 
dairy products or by contact with infected animals 
In rare cases water has been incriminated as < 
source.’ It has been observed that when a reportec 
case of undulant fever cannot be traced either tc 
raw milk or to potentially infected animals, review 
of the clinical findings may result in a change it 
diagnosis. In this manner epidemiologic investiga 
tions may become helpful in the diagnosis of un 
dulant fever. 

In Table 3 are summarized the sources of infec 
tion in 32 cases of undulant fever occurring in a1 
urban state health district (North Metropolitai 
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District). Of 18 cases traced to raw milk, 16 were 
contracted by persons traveling outside this dis- 
trict. As a matter of fact, the amount of unpas- 
teurized milk sold in this area is exceedingly small, 
and only 2 patients became infected from raw milk 
acquired within it. 

On the other hand, out of 14 cases contracted 
within the area, 12 were traced to contact with 
animals or animal products, the infection having 
been acquired as a result of occupational exposure. 


Taste 3. Sources of Infection in Cases of Undulant Fever 
Occurring in an Urban District (1930-1043). 


Source No. or 
CAsEs 
Raw milk: 
Outside district . 16 
Within district ..... 2 
Direct contact with animals . 7 
contact with animals or animal products 
nkno 2 


! 


Direct contact with animals or animal carcasses by 
farmers, veterinarians or packing-house employees 
accounted for 7 of these cases. Three patients were 
machinists in rendering plants and 2 were metal 
workers in packing houses. In each of these 5 cases 
the worker had handled machinery or other mate- 
rials used in the processing of meat products, but no 
history of direct contact with animals or animal 
products could be elicited. All 5 cases occurred in 
plants where the attack rates for undulant fever 
among employees constantly handling carcasses or 
meat products were exceedingly low. Purriel et al. 
have found positive skin reactions for brucellosis 
among a large proportion of employees handling 
animal carcasses. It may be postulated that many 
of these workers develop immunity through long- 
continued exposure to the infectious agent. On the 
other hand, employees such as machinists, rarely 
in contact with the causative organisms, are more 
susceptible to a single chance exposure. 


Infectious Mononucleosis 


Since the etiology of infectious mononucleosis is 
not yet known, information concerning its epidem- 
iology has been slowly accumulated. Since 1926, 
there has been a great deal of speculation concern- 
ing the possible etiologic relation of organisms of 
the genus Listerella to infectious mononucleosis 
in human beings.® Janeway and Dammin‘® investi- 
gated this question in 1941 by studying in patients 
with infectious mononucleosis the development of 
agglutinins against either of the two known groups 
of Listerella. Their observations suggested no 
relation between infectious mononucleosis and 
Listerella organisms. 

Recently, Nettleship! recovered a virus from the 
blood and nasal washings of patients with infectious 
mononucleosis by inoculating sterile Berkefeld 
filtrates into the chorioallantoic membrane of the 
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chick embryo. Van den Berghe and Liessens’ § 
also considered the causative agent to be a virus, 
which they obtained in tissue culture. They repro- 
duced the disease in monkeys, which later showed 
the typical blood picture and heterophile reaction. 

Bernstein’ in an excellent review of the literature 
on infectious mononucleosis states that cases have 
been reported from all parts of the world. The 
disease occurs both sporadically and in epidemics. 
Outbreaks have taken place in schools!® " and in 
the general community.” The disease is well known 
to college physicians everywhere. With the excep- 
tion of outbreaks in the Army," epidemics have 
not been found in any group above college age. 
During an outbreak, the resistance to the disease 
of persons in the older age groups may be quite 
striking."! It is well known that infectious mono- 
nucleosis is largely a disease of children and young 
adults. With the exception of a patient forty years 
old, all our patients were between the ages of twelve 
and thirty-four. Davis! described an epidemic in 
an infants’ ward. 

Sporadic cases have been encountered during 
every month of the year. In a reported series® the 
greatest incidence occurred in October. In some 
epidemics the attack rates are apparently quite high, 
but sporadic cases rarely give rise to secondary in- 
fections. Most hospitals admit cases of infectious 
mononucleosis to the open ward. 


Of the 6 cases reported below, Cases 1 and 3 dem- 
onstrate the marked similarity between infectious 
mononucleosis and undulant fever. In each of the 
others an unusual feature of one or the other of these 
infections is described. 


REPORTS 


Case 1. D.B., a 25-year-old medical student, consulted 
his physician because of severe headache, prostration and 
intermittent fever. He had been well until September 14, 
1943, when there was onset of headache and malaise. He 
felt feverish, and his temperature was 99.5°F. He was un- 
usually tired and later developed a moderate degree of pros- 
tration. The past history was unimportant. 

Physical examination was essentially negative through- 
out the first week of illness. ‘The red-cell count was 4,490,000 
and the hemoglobin 90 per cent. ‘The white-cell count ranged 
from 6500 on September 17 to 18,000 on September 27, with 
differential counts as follows: on September 17, 57 per cent 
neutrophils, 35 per cent lymphocytes, 7 per cent monocytes 
and 1 per cent basophils; on September 27, 20 per cent neutro- 
phils, 77 per cent lymphocytes and 3 per cent monocytes. 
Agglutination reactions for undulant fever and typhus 
fever were negative. On September 22, the Widal reaction 
was weakly positive in a dilution of 1:40. On the same day 
the heterophile antibody reaction was positive in a titer of 
1:128. A stool culture on September 27 was negative for 
the typhoid bacillus. Urinalysis was negative. 

The severe headache was a particularly troublesome symp- 
tom, although large doses of aspirin gave some relief. Sulfa- 
diazine was administered for 4 days without any apparent 
response. Postcervical lymphadenopathy was noted on the 
9th day of the illness, when the temperature had become 
practically normal. At the same time the spleen became pal- 
pable. The temperature was 99.8°l. on September 25, and 
became normal thereafter. Except for a feeling of tiredness 
that persisted for 1 month, recovery was uneventful. 

Diagnosis: infectious mononucleosis. 
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Case 2. R. B., a 30-year-old machinist, was admitted to a 
hospital on May 25, 1943, with chief complaints of severe 
headache and fever. Except for an eruption in the region 
of both ankles he had been well until May 20, when he de- 
veloped sore throat and fever. He believed that his symp- 
toms were related to the rash on the ankles. Several days 
later he began having severe headaches. When the tem- 
perature and sore throat persisted, hospitalization was ad- 
vised. The past history was not important ‘except that the 
patient's legs were constantly exposed to cutting oils ‘ab- 
sorbed by his trousers. 

On admission the temperature was 101°F. Except for an 
eruption on both ankles, the physical examination was not 
remarkable. The red-cell count was 4,600,000, the hemo- 
globin 87 per cent, and the white-cell count 7800, with 
45; er cent neutrophils and 55 per cent lymphocytes. A blood 
culture on June 2 was negative. Urinalysis was negative. 
The agglutination tests on June 5 were as follows: typhoid 
and undulant-fever reactions, negative; heterophile anti- 
body reaction, positive in a titer of 1:1024. 

Until June 6 the temperature ranged from 98.8 to 103°F. 
The sore throat became worse following admission and the 
headaches were unusually severe. Occasionally there were 
chills and profuse sweats. On May 31, the lesions on the legs 
had healed completely but the headache persisted. On the 
same day there occurred several momentary faints. Lumbar 
puncture, performed because of the severe headache, back- 
ache and faints, revealed a clear, colorless fluid, with an 
initial pressure equivalent to 580 mm. of water, a cell count 
of 12 lymphocytes, a total protein of 57 mg. per 100 cc., a 
positive Pandy reaction and a normal sugar level. Following 
this lumbar puncture there was marked relief from symp- 
toms. The temperature subsided within a few days, and the 
patient made an uneventful recovery. On June 1, enlarge- 
ment of the posterior cervical lymph nodes was discovered. 

Diagnosis: infectious mononucleosis and occupational 
dermatitis of both ankles. 


Case 3. L. L., a 34-year-old married man, was admitted 
to a hospital on October 7, 1943, with a chief complaint of 
severe abdominal cramps. He had been well until three days 
prior to admission, when there were intermittent attacks of 
severe, cramplike pain in the lower abdomen, during which 
the patient felt nauseated but did not vomit. There were no 
other intestinal symptoms. When the attacks had persisted 
for 3 days, hospitalization was advised for further study. 
‘There was no history of any similar illness in the past. 

On admission the temperature was 98.8°F., the pulse 90, 
and the respirations 20. Except for tenderness over the lower 
abdomen, the general physical examination was negative. 
The red-cell count was 4,900,000 and the hemoglobin 92 per 
cent. The white-cell count ranged from 16,300 on October 7 
to 22,900 on October 14, with differential counts as follows: 
on October 7, 26 per cent neutrophils, 67 per cent small 
lymphocytes and 7 per cent large lymphocytes; on October 14, 
23 per cent neutrophils, 52 per cent small lymphocytes and 25 
per cent large lymphocytes; on October 21, 22 per cent neutro- 
phils, 60 per cent small lymphocytes and 18 per cent large 
lymphocytes. Agglutination reactions using typhoid and 
brucella organisms were negative on October 8 and 9. The 
heterophile antibody reaction on October 9 was positive in 
a titer of 1:512. Urinalysis was negative. 

The abdominal cramps persisted for +8 hours after ad- 
mission and subsided with symptomatic treatment. On the 
2nd hospital day, the temperature began to rise and the 
patient developed a low-grade fever that persisted for two 
weeks, the temperature ranging from 98.8 to 100°F. During 
that time he lost considerable strength and felt extremely 
tired. On the 8th day, enlargement of the left posterior cer- 
vical nodes was noted, and the swelling persisted through- 
out the hospital stay. The patient was discharged on the 
IXth day after having been afebrile for 3 days. The feeling 
of tiredness persisted for several weeks after discharge. 

Diagnosis: infectious mononucleosis. 


Case +. J. O., a 44-year-old sheet-metal worker, was ad- 
mitted to a hospital on March 28, 1943, with chief com- 
plaints of fever and malaise. He had been fairly well until 
March 21, when there was onset of malaise and anorexia. He 
attempted self-medication with proprietary drugs and bed 
rest, but without relief. He then became aware of chilly 
sensations and afternoon sweats. Within the next few days 
he began having severe occipital headaches. He consulted 
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his physician, who found that the temperature was 102‘F. 
There was no cough or other symptoms of upper respiratory 
infection. The past history was not important except that 
the patient was employed as a sheet-metal worker in a pack- 
ing plant. Although he did not handle meat products, he 
often repaired metal runways used in the processing of pork 
products. 

On admission, the temperature was 10I1°F., the pulse 90, 
and the respirations 20. Physical examination was negative. 
The red-cell count was 4,200,000, the hemoglobin 81 per 
cent, and the white-cell count 10,400, with 76 per cent neutro- 
phils, 23 per cent lymphocytes and 1 per cent eosinophils. 
Urinalysis was negative. A blood Hinton test was negative. 
Agglutination tests on April 2 were reported as follows: 
typhoid and paratyphoid reactions, negative; undulant- 
fever reaction, positive in a titer of 1:405. X-ray examina- 
tion of the chest on April 2 was negative. 

The temperature remained elevated for 3 weeks after ad- 
mission. During the Ist week it averaged 101°F. during the 
afternoon and evening and was considerably lower in the 
morning. During the 2nd and 3rd weeks the patient was 
afebrile in the morning, and the afternoon and evening 
temperatures varied from 99.6 to 102°F. ‘There was no 
change in the physical findings. Recovery was uneventful 
following subsidence of the fever. 

Diagnosis: undulant fever. 


Case 5. R. L., a 5-year-old boy, was admitted to a hospital 
on April 3, 1935, with chief complaints of fever and malaise. 
He had been well until 8 days prior to admission, when he 
became listless and fretful. There was general malaise and 
anorexia. The family physician found that the rectal tem- 
perature was elevated, varying between 99 and 103°F. Since 
there was no improvement after 4 days, hospitalization was 
advised. The past history revealed the usual childhood 
diseases. For several months the patient had been drinking 
raw milk. Adjoining the property on which he lived, there 
was a large piggery, but no history of contact with pigs could 
be established. 

On admission on January 25, the temperature was 105°F., 
the pulse 120, and the respirations 36. The patient appeared 
pale and listless and was quite ill. ‘The significant findings in 
the physical examination were marked splenomegaly, hepato- 
megaly and engorgement of the superficial vessels of the 
abdomen. The red-cell count was 3,640,000 and the hemo- 
globin 78 per cent. The white-cell count gradually rose from 
3400 on January 21 to 5500 on February 27, with differential 
counts as follows: on January 21, 46 per cent neutrophils, 
46 per cent lymphocytes, 6 per cent monocytes and 2 per 
cent eosinophils; on January 27, 36 per cent neutrophils, 
52 per cent lymphocytes, 10 per cent monocytes and 2 per 
cent basophils; on February 3, 44 per cent neutrophils, 51 
per cent lymphocytes and 5 per cent monocytes. Urinalysis 
was essentially negative. A blood Hinton test was negative. 
Agglutination tests on January 23 were as follows: typhoid 
and typhus reactions, negative; undulant-fever reaction, 
positive in a dilution of 1:32,805 and partially positive in 
one of 1:98,415. On February 15 and February 20, blood 
cultures revealed Br. suis. On January 21, x-ray examina- 
tion of the chest was negative. 

he temperature remained extremely high during the first 
2 weeks of the illness. On January 28, therapy with a brucella 
vaccine was instituted, and there was a marked rise in tem- 
perature following each dose. On February 7, there was some 
diminution in the size of the liver and spleen, although the 
patient still appeared quite ill. Late in February, except 
for the febrile response following the administration of vac- 
cine, the temperature became normal. Later, when the vac- 
cine was discontinued, the temperature remained normal. 
On March 12, there was a recurrence of fever, and this per- 
sisted until March 20. Thereafter, except for an occasional 
rise to 100°F. during the afternoon and evening, the patient 
remained afebrile. There was an uneventful recovery. 

Diagnosis: undulant fever. 


Case 6. R.H., a 27-year-old veterinarian, consulted his 
physician in December, 1939, with complaints of weakness 
and swelling of the scrotum. For several days he had tired 
easily, and this was followed by a painful swelling of the 
scrotum. The physician found that the temperature was 
102°F. There was no history of urethral discharge preced- 
ing the onset of the present illness. 
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Physical examination revealed swelling and redness of the 
scrotum, most noticeable on the left side, where there was 
marked tenderness. The epididymis on the left was en- 
larged and tender. There was only slight involvement of the 
testis. The examination was otherwise negative. During the 
preceding month, the patient had extracted manually several 
retained bovine placentas. 

The swelling subsided after 7 days, only to recur during 
the following week, when it lasted for 3 days. e tem- 
perature remained elevated for 2 weeks. ‘Thereafter, al- 
though there was no recurrence of acute symptoms, the pa- 
tient tired easily and was unable to exert himself as much as 
previously. ‘This condition persisted for several months. 
In March, 1940, the agglutination reaction for undulant fever 
was positive in a dilution of 1:405. There had been some im- 
provement in the patient’s condition, but he had not re- 
covered all his former vitality. 

Diagnosis: undulant fever, with epididymitis. 


Discussion 


Case 1 is presented as a typical example of in- 
fectious mononucleosis. Except for the absence of 
sore throat, which is a fairly common finding, the 
symptomatology and clinical course are characteris- 
tic. Headache is a frequent complaint. In Case 2, 
the severe persistent headache, faints and spinal- 
fluid findings suggested involvement of the central 
nervous system. 

Thelander and Shaw" have expressed the opinion 
that the headache that occurs in most patients with 
infectious mononucleosis indicates cerebral involve- 
ment. In some cases there is evidence of en- 
cephalitis, with difficulty in speech and mental 
confusion. Signs of meningeal irritation may be 
encountered, with a moderate increase of cells in the 
spinal fluid. Cell counts in such cases usually aver- 
age about 50 to 80 cells per cubic centimeter, al- 
though higher counts may occur. The spinal-fluid 
pressure may be elevated, and the total protein 
increased. 

Landes, Reich and Perlow!® reported a case with 
manifestations of the central nervous system in 
which lymphadenopathy and splenomegaly did not 
appear until twenty-two days after the onset. The 
authors suggest that the heterophile antibody re- 
action should be performed in all cases of acute 
infection with obscure cerebral symptoms. 

The third case of infectious mononucleosis (Case 
3) is presented because of the prominence of gastro- 
intestinal symptoms, which may mask the under- 
lying etiology. Such patients have undergone opera- 
tion with a mistaken diagnosis of appendicitis.!7 The 
abdominal symptoms are attributed to enlarged 
mesenteric nodes. This type of case may present 
roentgenographic findings that are helpful in 
diagnosis.'* 

Case 4 is an example of the usual clinical variety 
of undulant fever prevalent in Massachusetts. Most 
of the cases are extremely mild. Characteristically, 
the patient feels fairly well in the morning, and as 
the fever rises in the afternoon and evening the 
symptoms become more marked. The physical 
findings are usually insignificant. 

Simpson!® points out that the name “undulant 
fever” is inadequate. This term implies one or more 
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recurrences of fever with quiescent intervals. Such 
recurrences, however, are found only in the excep- 
tional case. Most patients exhibit a single bout of 
fever lasting from a few days to several weeks or 
months, following which recovery is uneventful. 

Case 5 is of extreme interest and represents per- 
haps the severest form of undulant fever. High 
fever, marked enlargement of the liver and spleen, 
prostration, leukopenia with lymphocytosis, inter- 
mittent fever and a protracted course are rarely 
combined in the same case. The agglutination re- 
action was positive in an unusually high titer early 
in the course. Undulant fever rarely occurs among 
children. This patient, five years of age, is the 
youngest thus far reported in Massachusetts. 

Since 1930, when undulant fever became a re- 
portable disease in Massachusetts, only | case of 
brucellosis complicated by epididymitis or orchitis 
(Case 6) has been recorded. Simpson'® states that 
brucella organisms may exhibit a predilection for 
the genital tract of human beings as well as of cattle, 
and that orchitis occurs in 10 per cent of the cases 
of undulant fever. Orr?® reported this complica- 
tion in 8 per cent of his cases. Occasionally orchitis 
or epididymitis is the first and only sign of this 
disease.*". This condition may be confused with 
tuberculous epididymitis. In rural communities 
where undulant fever due to ingestion of raw milk 
is more frequent than in urban areas, this complica- 
tion may occur more frequently than is commonly 
supposed. 

Although some cases of infectious mononucleosis 
and undulant fever are striking in their manifesta- 
tions, comparison of Case 1 and Case 4, each 
characteristic of the usually encountered clinical 
variety of the respective disease, demonstrates 
their marked similarity. Since infectious mononu- 
cleosis is not a reportable disease, no figures con- 
cerning its incidence are available. Our experience 
suggests, however, that it is a fairly common in- 
fection of young adults. For this reason, an aware- 
ness of the possibility of confusing these infections 
may prevent many errors in diagnosis. 


SUMMARY 


I’xperience with reported cases of undulant fever 
has demonstrated that this disease may be readily 
confused with infectious mononucleosis. 

The heterophile antibody reaction, performed 
routinely on 1000 consecutive blood serums sub- 
mitted by physicians for undulant fever agglu- 
tination, revealed 13 cases of infectious mononu- 
cleosis. Although these specimens were submitted 
specifically for undulant fever, only 36 were positive 
for that disease. 

In urban areas, except for cases contracted else- 
where, undulant fever is essentially an occupational 
disease. 

Five cases of undulant fever occurred among 
machinists and metal workers handling materials 
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used in processing meat products. These patients 
had no direct contact with animals or animal 
products. 

To demonstrate how readily infectious mononu- 
cleosis and undulant fever may be confused, a 
typical case of each disease is presented. 

The following cases, each demonstrating an un- 
usual feature of the respective disease, are also dis- 
cussed: infectious mononucleosis with involvement 
of the central nervous system, infectious mononu- 
cleosis with gastrointestinal manifestations, un- 
dulant fever of the malignant variety and un- 
dulant fever complicated by epididymitis. 
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PRIMARY SUTURE OF SIMPLE MASTOID WOUNDS 


Leicuton F. Jounson, M.D.,* Puitip S. Spence, Jr., M.D.t 


BOSTON 


HE purpose of this report is to record our ex- 

perience in 44 cases of acute mastoiditis in 
which the patients were treated by means of primary 
closure of the wound after filling the cavity with 
sulfonamide powder. It will be generally admitted 
that if such wounds can be closed tightly at the time 
of operation, the risk of postoperative mixed in- 
fections, a prolonged hospital stay and frequent, 
painful postoperative dressings can be eliminated. 
With the advent of chemotherapy and its proved 
eficacy in treating infections, otologists have 
eagerly sought the best methods of using the 
sulfonamides in acute surgical mastoiditis. 

It seems hardly necessary to state that the two 
objectives of surgery in acute mastoiditis are to 
save life and to secure a dry middle ear and thereby 
restore normal hearing. There obviously can be no 
compromise with these two fundamental aims in any 
contemplated change in surgical technic. 

The technical demands for primary suture are 
exacting. The mastoid exenteration must be com- 
plete. Great care should be taken to remove all 
infected cells. The perilabyrinthian cells are re- 
moved until the horizontal semicircular canal 
sharply defined. The zygomatic area is thoroughly 
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cleaned out, and in a number of cases the incus is 
brought into view. The mastoid cavity is then 
irrigated with normal physiologic salt solution, 
followed by thorough drying of the cavity. If any 
bleeding persists, adrenalin packs may be used to 
establish complete hemostasis. The cavity is then 
filled with sulfonamide powder. It appears to make 
little difference in the end result which sulfonamide 
drug is employed. In the early cases sulfadiazine 
was used, more recently a combination of sulfan- 
ilamide and sulfadiazine powder in the proportion 
of 3 to 1 has been employed. The local concen- 
tration is so great that the mastoid cavity is steril- 
ized and prompt healing ensues. The wound i 
closed in two layers, with more powder between 
layers. Interrupted catgut sutures are employed 
for the subcutaneous tissues, and the Poole stitch 
with black thread is used for the skin. 

If the patient’s condition remains satisfactory, 
the dressing is not touched for three days. If the 
gauze over the incision is dry, it is not disturbed. 
On the fifth day, the dressing is again done and the 
stitches are removed. If the middle ear is dry and 
the postaural wound has healed, the patient may 
leave the hospital after the seventh day. 

The series of 44 patients covered in this report, 
all of whom were operated on within the last two 
and a half years, consists of three groups. The 
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first was composed of private patients treated by 
one of us (L. J.); the second comprised patients 
treated by members of the visiting staff and resi- 
dents of the Massachusetts Memorial Hospitals; 
the third included patients with contagious disease, 
usually scarlet fever. A fourth group of cases, in 
which healing was effected by draining the post- 
aural wound, is included for comparison. 

In the first group there were 12 cases, all of 
which were operated on in the manner previously de- 
scribed. The postoperative course was uneventful 
in all cases; the patients were asymptomatic and 
the temperature remained normal. Complete heal- 
ing of the postaural wound and drum occurred in 
an average of twelve days. Two patients had a 
postaural abscess, and 1 had zygomatic mastoiditis 
on admission; all these wounds healed by first in- 
tention. The shortest hospital stay was six days, 
the patient leaving with a dry middle ear and a 
completely healed postaural incision. 

An illustrative case is that of a twenty-two-year- 
old girl who had acute suppurative otitis media two 
weeks before admission and developed a_ large 
swelling over the zygomatic region one week before 
entry. Trismus was marked, and a temperature 
of 101°F. was present. Operation revealed large 
areas of destruction in the mastoid and a sub- 
periosteal abscess over the zygomatic root. The 
usual operation was performed except that in addi- 
tion a stab wound was made over the zygomatic 
root and this area was drained for twenty-four 
hours. The sutures were removed in five days. The 
wound healed by first intention, and the canal was 
dry in seven days. It may well be that the stab 
wound was superfluous. 

In the second group there were 8 cases of acute 
mastoiditis, in all of which the wound was closed 
by primary suture. Since several members of the 
staff did the operations, several different technics 
were used. In general, however, a complete simple 
mastoidectomy was done. The cavity was irri- 
gated with saline solution and dried, and the mix- 
ture of sulfanilamide and sulfadiazine was used to 
fill the cavity. The wound was closed either in a 
single layer with black thread or in two separate 
layers with catgut and silk. In no case was the 
wound drained. In some cases a myringotomy was 
done to provide adequate drainage through the 
middle ear. The average postoperative stay was 
fourteen days, and the postaural wound was healed 
and the middle ear was dry in all cases. Two cases 
required revision, since the wound broke down and 
the ear continued to drain, and some infected cells 
were found and removed. The cavity was filled 
with powder and sewed tightly as before. Healing 
by first intention and a dry middle ear resulted. 

In the third group there were 25 cases. It must be 
remembered that any surgical procedure attempted 
on patients with scarlet fever is usually followed by 
delaved healing, and indeed in some severe cases 
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of the disease the healing response is an entity 
scarcely related to that found in patients without 
scarlet fever. These patients were treated as were 
the two previous groups, and the operative work 
was done by several different operators. The sul- 
fanilamide and sulfadiazine powder was used to fill 
the cavities, and the wound edges closed in one or 
two layers, depending on the operator. Skin clips 
were often used for closure. Myringotomy was 
done when additional drainage facility was in order. 
No serious complications referable to the mastoid 
occurred. One patient developed erysipelas around 
the wound, one had a cervical adenitis requiring 
drainage, one had a hematoma of the wound re- 
quiring aspiration, and another developed a super- 
ficial abscess in the line of incision that resolved 
with hot compresses. The average postoperative 
stay was twenty-eight days, which is about half as 
long as the average hospital stay in the pre-sulfon- 
amide days (see below). The postaural wound was 
healed in an average of nineteen days. It broke 
down in 9 cases, 6 of which eventually required 
revision. At the second operation it was usually 
found that some cells had been overlooked at the 
first operation. After these were removed the wound 
was filled with powder and tightly sewed. All these 
patients made uneventful recoveries. Many of the 
patients with scarlet fever complicated by mastoiditis 
were acutely ill, with a high fever. In all cases the 
temperature returned to normal within one to three 
days and the patients showed marked clinical im- 
provement. 

The fourth group comprised 26 patients with 
contagious diseases, 24 of them with scarlet fever, 
who required mastoidectomies in 1939. The average 
postoperative stay was over fifty-two days, the 
longest stay being one hundred and eighty-seven 
days and the shortest ten days. The following com- 
plications presented themselves: hemorrhage from 
the postaural wound; cellulitis of tissues around the 
wound, extending to the orbit; hemolytic strepto- 
coccus meningitis; and a diphtheritic membrane 
in the postaural wound. 


SUMMARY AND CONCLUSIONS 


Primary closure of postaural mastoidectomy 
wounds in 44 cases is reported. This method of 
treatment has been made possible by the advent of 
the sulfonamide drugs, which when used locally 
reach high concentration and virtually sterilize 
the wound. More than half the cases were those of 
mastoiditis complicating scarlet fever. In _ these, 
it was possible to reduce the period of hospitaliza- 
tion from an average of fifty-two days to twenty- 
seven days. Patients without scarlet fever went 
home with dry ears, and the postaural wound 
healed in an average of fifteen days. 

In all of 12 private cases the treatment was suc- 
cessful, the patients being discharged with dry ears 
and healed postaural wounds. Primary cures were 
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effected in 6 of 8 cases treated by the hospital staff 
and in 19 of 25 cases of contagious disease. 

Primary suture requires close attention to the 
exenteration of all mastoid cells and to complete 
hemostasis. 

Patients who were studied in the early portion 
of these cases were kept in the hospital longer than 
absolutely necessary in order to observe the effects 
of primary suture. Those admitted later, generally 
speaking, were allowed to go home in fewer days. 
Doubtless, results can be improved with standardiza- 
tion of operative technic. 

No serious complications were seen in primary 
closure, even in the cases in which the sinus or dura 
was exposed. The temperatures promptly returned 
to normal after every operation, and no intracranial 
complications were noted. 
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In some cases the postaural wound ruptured for 
a short distance, but unless it became necessary to 
do a complete revision all these wounds healed 
spontaneously in a shorter time than was required 
by the earlier method. Sutures were removed on 
about the fifth postoperative day. 
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CAVERNOUS-SINUS THROMBOPHLEBITIS* 


Report of a Case with Multiple Cerebral Infarcts and Necrosis of the Pituitary Body 
Avery D. Weisman, M.D.t 


BOSTON 


LTHOUGH cavernous-sinus_ thrombophlebitis 
is a fairly common clinical entity, its cerebral 
complications have received surprisingly scant 
attention. [ven such comprehensive volumes as 
those of Turner and Reynolds! and Eagleton? fail 
to stress intracerebral complications. Courville’ 
mentions the rarity of brain changes in this disease 
and holds with most other authors that lepto- 
meningitis is the most frequent secondary patho- 
logic change. Standard monographs and the recent 
literature confirm the impression that intracerebral 
complications in cavernous-sinus thrombophlebitis, 
other than leptomeningitis, are exceedingly rare, 
and no recorded example of implication of the 
pituitary gland has been found. 

The case reported here offered an opportunity 
to examine the histopathology of cavernous-sinus 
thrombophlebitis in detail. The extensive intra- 
cerebral complications that were found raised points 
of practical interest. 


Case REpoRT 


D. ¥*., a 13-year-old boy, was admitted to the Neurological 
Service of the Boston City Hospital on July 19, 1942. Seven- 
teen days previously he had acquired a furuncle on his nose. 
One day after its appearance the left eye became swollen 
and prominent; within a few hours he became extremely 
drowsy and entered a local hospital in a comatose state. 
There he presented a stiff neck and a continuous temperature 
of 104 to 105°F. The following day he developed a right 
hemiplegia and proptosis of the right eye. On the &th hos- 
pital day he had a generalized convulsive seizure. Under 
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treatment with sulfonamides, the clinical state improved 
slightly, although the spinal fluid showed persistent evidence 
of meningitis. The patient remained comatose for 11 days. 
At the end of 2 weeks he was transferred to the Boston City 
Hospital. 

Physical examination on admission rev ealed an acutely ill 
patient, with a temperature of 104°F., a pulse of 136, and a 
blood pressure of 110/70. He was deeply stuporous. He 
understood simple commands when aroused but was unable 
to speak. There was moderate proptosis and considerable 
chemosis bilaterally. The sense of smell and visual acuity 
could not be examined; a right homonymous hemianopsia 
was suspected from the response to rough tests at the time 
of entry, but could not be verified. Both fundi presented 
edema and hyperemia, with blurring of the nasal margins 
of the disks. ‘There was no response to painful stimuli on the 
right side of the face. There was a flaccid right hemiplegia 
atfecting the face, arm and leg. ‘The activity of the tendon 
reflexes on the right side was increased, with an equivocal] 
Babinski sign on that side. ‘The patient was incontinent. 

The red-cell count was 2,500,000, the hemoglobin 45 per 
cent, and the white-cell count 14,500. The hemoglobin rose 
gradually to 69 per cent 2 days before death, and a white- 
cell count of 17,000 to 27,000 was maintained throughout 
the course of the illness. The nonprotein nitrogen was 28 
mg. per 100 cc., the carbon dioxide combining power 36 
vol. per cent, and the chloride 95 milliequiv. per liter. The 
urine gave an alkaline reaction and showed a specific gravity 
of 1.011, no albumin and no sugar. A rare red cell and an 
occasional white cell were noted in the sediment. 

At the time of entry the initial pressure of the cerebrospinal 
fluid was 250 mm. The cell count was 2900 leukocytes, of 
which 1450 were polymorphonuclear leukocytes and 750 
were erythrocytes. The fluid was yellowish and cloudy and 
contained a gelatinous clot. The Pandy reaction was strongly 
positive, with the total protein 534 mg., the sugar 57 mg., 
and the chloride 639 mg. per 100 cc. 

Shortly after admission a left-sided trephination was per- 
formed to rule out subdural abscess, and none was found. 
The patient was somewhat improved the day after opera- 
tion and was able to answer questions and to co-operate in 
a more thorough examination. The presence of a right 
homonymous hemianopsia was confirmed. Sulfadiazine 
was administered orally. During succeeding days he was 
able to move his right thigh, and his speech greatly im- 
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proved. Nine lumbar punctures in the 7 days after entry 
revealed persistently elevated initial pressures. ‘The fluid 
remained yellowish and cloudy and contained 100 to 2000 
cells per cubic millimeter, of which 88 to 100 per cent were 
polymorphonuclear leukocytes. Pandy reactions continued 
strongly positive. A hemolytic Staphylococcus aureus was 
grown from the spinal fluid as well as from the blood until 
the day before death, when no growth occurred. The sulfa- 
diazine level did not exceed 7.6 mg. per 100 cc. in the blood 
or 5.5 mg. in the spinal fluid. Despite clinical improvement 
temperatures of 100 to 103°F. continued. On July 25, the 
patient lapsed into stupor, and then into coma. The respira- 
tions and pulse became irregular, and he expired on the 
following day, 24 days after the onset of the illness and 7 
days postoperatively. 

Autopsy. The gross anatomic diagnoses were as follows: 
thrombophlebitis of the left and right cavernous sinuses, 
left superior petrosal sinus and ophthalmic veins; bilateral 
orbital abscesses; basilar purulent leptomeningitis; infarc- 


Ficure 1. 


tion of the pituitary gland; small recent cerebral infarcts, 
involving the left frontal, parietal and parieto-occipital 
lobes; cerebellar pressure cone; internal hydrocephalus; 
and fibrinopurulent pleuritis with empyema (right). 

The most significant extracranial finding was encountered 
in the chest. ‘The right pleural cavity was obliterated in its 
posteroinferior aspect by thin, easily friable fibrinous ad- 
hesions. Separation of the right middle and lower lobes from 
the chest wall disclosed a thin layer of thick yellowish puru- 
lent exudate. he left pleural cavity had a few similar ad- 
hesions but neither fluid nor exudate. The portion of the 
right lung bound to the chest wall showed spotted hemor- 
rhage and exudate. Otherwise the lungs were normal in 
every respect, and nowhere were they consolidated or in- 
farcted. ‘The larger arteries and veins were patent and free 
of thrombi. 

Both cavernous sinuses were greatly distended by firm, 
grayish-yellow thrombi, the left more so than the right (Tig. 
1). In the left superior petrosal sinus and in both ophthalmic 
veins similar thrombotic material was found. In both orbits 
abscesses 1.5 to 2.0 cm. in diameter were encountered in the 
course of the ophthalmic veins. 
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The Sella Turcica, Showing the Distended Cavernous Sinuses and the Sottened, 
Infarcted Pituitary Gland in Situ. 
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Through the 4-cm. operative defect in the left fronto- 
temporal region an elevation of brain tissue protruded. 

The left frontal and temporal lobes of the brain were 
noticeably wider than the corresponding lobes on the right. 
Over both cerebral hemispheres the gyri were flattened and 
the sulci narrowed. An intense sanguinopurulent exudate 
covered the entire basilar surface of the brain and was par- 
ticularly profuse around the chiasm and orbital portion of 
the frontal lobes, where separation from the dura was exceed- 
ingly dificult. ‘There was a cerebellar pressure cone. ‘The 
lateral, third and fourth ventricles as well as the aqueduct 
were dilated to about twice their normal size. 

Small, irregular, yellowish areas of softness, varying in 
size from a few millimeters to 2 cm., involved the middle 
frontal gyrus, precentral gyrus, superior parietal lobule and 
central white matter of the left hemisphere (Fig. 2). No 
lesions of this type were found in the right hemisphere. 

The cerebral cortex was edematous and in some regions 
poorly demarcated. The tissue at the lower portion of the 


left. precentral gyrus was softened and hemorrhagic. 
large cerebral arteries and veins were patent. No evidence 
of thrombosis was detected in either of these. The dural 
sinuses, other than those mentioned, were also free of thrombi. 

The cavernous sinuses, sella turcica, pituitary gland and 
surrounding bone were removed en bloc, fixed in 10 per cent 
formalin, decalcified and stained with hematoxylin and 
eosin. ‘The brain was fixed in 10 per cent formalin. Sections 
were stained with cresyl violet and hematoxylin and eosin. 
Other organs were fixed in Zenker’s fluid and stained with 
phloxine and methylene blue. 

Over the pleura adherent to the thoracic wall on the right 
there was considerable fibrinopurulent exudate, with some 
hemorrhage and organization. ‘The subpleural vessels were 
congested. ‘The underlying lung showed edema and slight 
hemorrhage into the alveoli. No pneumonitis was present. 

In the liver there were scattered foci of lymphocytes not 
associated with necrosis. 

The cells of the granulocytic series in the bone marrow 
were moderately hyperplastic. 

The cavernous sinuses were filled with large, partially or- 
ganized septic thrombi, consisting of polymorphonuclear 
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leukocytes, layers of fibrin, fibroblasts and hemosiderin- 
filled histiocytes (Fig. 3). The sinus walls were necrotic and 
invaded by polymorphonuclear leukocytes. Both carotid 
arteries were surrounded by the inflammatory exudate. In 
a few places polymorphonuclear leukocytes had penetrated 
the media and intima of the artery. Associated with such 


Figure 2. Section through the Frontal Lobes, Showing Several 
Irregular Areas of Softening in the Left Hemisphere. 


local arterial infiltrations was a moderate degree of intimal 
hyperplasia and proliferation of subintimal fibroblasts. No 
fibrin, however, was deposited on the intima at such points, 
nor was there any other evidence of partial thrombosis of 
the artery. In the interstitial tissue between the sinus walls 
and the carotid arteries the inflammation was of a more 
chronic character, with an abundance of plasma cells and to 
a lesser extent histiocytes, some filled with hemosiderin. 
There was also an increase in fibroblasts. 

Although the third, fourth, fifth and sixth cranial nerves 
were surrounded by suppuration, there was no evidence of 


Figure 3. Coronal Section through the Cavernous Sinuses. 


Note the partially organized septic thrombi and the infarction 
of the pituitary gland. A represents the wall of the cavernous 
sinus; B, the thrombosed pituitary body; C, the internal carotid 
artery; D, the third, fourth, fifth and sixth cranial nerves in 
the wall of the cavernous sinus; and F, the sphenoid bone (hema- 
toxylin and eosin). 


direct inflammatory invasion. 
cylinders were intact. 

The pituitary gland showed an extensive central necrosis, 
evidently due to infarction (Fig. 4), and only a thin periphery 
of intact cells remained. A small number of polymorphonu- 
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clear leukocytes and red cells were found in the infarcted 
tissue. 

No acute osteomyelitis of the adjacent bone was found, 
nor was there any detectable abnormality of the mucous 
membrane of the sphenoid sinus. 

The leptomeninges over the cerebral convexities were 
somewhat thickened but showed no evidence of acute in- 
flammation. Sections of the areas of softening in the cere- 
brum, previously described, disclosed complete destruction 
of nerve and glia cells (Fig. 5). Large numbers of histiocytes 
had infiltrated these areas. There was an increase in the 
size and number of capillary endothelial cells. Infiltration 
with polymorphonuclear leukocytes, either within the sub- 
stance of the brain or around the small vessels, was lacking. 

One small artery, cut longitudinally as it passed between 
two partially infarcted gyri, was completely thrombosed 
(Fig. 5). Its wall was surrounded but not invaded by lympho- 
cytes and hemosiderin-filled histiocytes. .\ somewhat larger 
meningeal artery located near by and cut in cross section was 
thrombosed, and a fairly fresh collection of necrotic poly- 
morphonuclear leukocytes and red cells filled its lumen (Fig. 
6). At one point considerable tibroblastic activity, indicative 
of organization, was observed. Polymorphonuclear leuko- 
cytes and histiocytes both surrounded the artery and in- 
filtrated its adventitia. Thrombosis of these arteries was 


Figure +. Section through the Infarcted Pituitary Gland, 
Showing Central Necrosis and an Intact Periphery (hema- 
toxylin and eosin). 


unquestionably responsible for the adjacent infarction, but 
in many similar areas of infarction no thrombosed vessels 
were found. 

Near one of the infarcts many small, discrete and confluent 
hemorrhages were encountered. These varied from mere local 
scatterings of red cells to large necrotic zones of hemorrhage. 
Even though many of the meningeal veins were congested, 
none appeared to be thrombosed. 


Discussion 


The partly organized septic thrombi in the caver- 
nous sinuses, the thrombosed ophthalmic veins and 
the orbital abscesses and edema of orbital tissues 
are characteristic pathologic changes in cavernous- 
sinus thrombophlebitis and have been discussed in 
detail by Macewen,? Eagleton,? and Turner and 
Reynolds.!. There was an associated organizing 
purulent leptomeningitis that by obstruction of the 
foramen of Luschka was probably responsible for 
the internal hydrocephalus. The nasal furuncle 
was doubtless the source of the infection. 

The pathological findings provide an explanation 
for the clinical picture. The general systemic symp- 
toms — that is, malaise, chills and fever, prostra- 
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tion and stupor—were due to the thrombo- 
phlebitis and septicemia. The proptosis, orbital 
edema, chemosis, facial swelling and papilledema 
were caused by venous obstruction and lymphedema 
as well as orbital abscesses and swelling of the 
brain. The signs of involvement of the ophthalmic 


Figure 5. Section through One of the Softened Areas Depicted 
in Figure 2. 

Note the thrombosed artery between two partially infarcted gyri 

(cresyl violet). 


division of the trigeminal nerve, which was mani- 
fested by frontal headache and blunting of sensa- 
tion over the cornea and forehead, were probably 
the result of toxic damage and edema. 

The unique features of this case that merit special 
consideration are the multiple foci of necrosis in 
the left cerebral hemisphere, as a result of which 
there occurred convulsions, aphasia, homonymous 
field defect and a right hemiplegia, and the necrosis 
of the pituitary gland. 

Focal cerebral signs in cavernous-sinus thrombo- 
phlebitis may arise in several ways. There may be 
retrograde thrombosis of cerebral veins from a 
cavernous sinus, with venous infarction or septic 
cerebral embolism developing from an acute bac- 
terial endocarditis or pulmonary infection, with 
arterial infarction. A rare complication is a sub- 
dural empyema with venous infarction of the cere- 
brum, as reported by Kubik and Adams,? but their 
case (Case 6) was associated with a primary sinus 
infection. 

At autopsy the pathogenesis of the foci of cerebral 
necrosis was not evident. There was no subdural 
empyema, nor were the cerebral veins thrombosed. 
The shape and distribution of the lesions and the 
finding of occluded arteries, on the other hand, left 
no doubt that these were arterial infarcts. Although 
the infarcts can be attributed to thrombosed ar- 
teries, the source of their occlusion cannot be defi- 
nitely established. The absence of primary arterial 
disease and the abrupt onset of the cerebral symp- 
toms suggest embolic occlusion. No endocarditis 
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or pulmonary-vein thrombosis, however, could be 
found, which excludes the common origins of such 
emboli. Another possibility is that the arteries 
became thrombosed as a result of the contiguous 
leptomeningitis, but it is difficult to see how this 
could have occurred without accompanying throm- 
bosis of the thinner-walled veins. The unilaterality 
of the lesions, limited to the left cerebral hemi- 
sphere, led to a careful inspection of the internal 
carotid artery. Within the cavernous sinus the in- 
ternal carotid arteries showed a focal arteritis. 
Polymorphonuclear leukocytes had invaded the 
coats of these arteries, and over such inflammatory 
foci there was marked intimal proliferation. These 
arterial lesions correspond to the experimental 
infectious angiitis of Winternitz and Le Compte,° 
who by injecting Staph. aureus produced necrosis 
in the wall of a vein, with thrombosis and an acute 
arteritis with intimal hyperplasia in an adjacent 
artery. Although the internal carotid arteries were 
diseased, there was no evidence of thrombosis. Thus 
the origin of the emboli remains conjectural. 
Necrosis of the pituitary gland due to infarction 
has not previously been described in cavernous- 
sinus thrombophlebitis. No symptoms of pituitary 
insufficiency were exhibited by the patient, but from 
what is known of pituitary necrosis in other diseases’ 
this would hardly have been expected in so short a 
time. About 75 per cent of this gland was infarcted. 
According to Sheehan,’ 50 per cent or more of the 
pituitary gland must be lost before clinical evidence 
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Figure 6. Section through a Thrombosed Artery. 


Note the pertarterial inflammation and the partial organization 
of the thrombus (cresyl violet). 


of a deficiency appears. With the accurate methods 
of determining pituitary function that are now 
available, subclinical deficiencies occurring with 
destruction of a smaller amount of tissue can be 
determined. The increasing number of recoveries 
from cavernous-sinus thrombophlebitis with the 
use of sulfonamides and penicillin requires recog- 
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nition of hypopituitarism as a possible consequence 
of this disease. 


SUMMARY 


A case of cavernous-sinus thrombophlebitis with 
extensive complications is reported. The com- 
plications included small cerebral infarctions, puru- 
lent leptomeningitis, bilateral orbital abscesses and 
infarction of the pituitary gland. 

The clinical picture and pathology are discussed, 
with particular reference to the arterial basis of the 
cerebral infarcts. 

Although several thrombosed arteries were found, 
no source could be ascertained. The possibility of 
hypopituitarism as a sequel of cavernous-sinus 
thrombophlebitis is suggested. 
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PIGMENTATION OF THE SKIN (Continued )* 
Jecuers, M.D.+ 


BOSTON 


AN INCREASED 
MELANOBLASTS 


Metanosis Nor AssociaTED WITH 
NUMBER OF 


HE vast majority of melanin pigmentations 
encountered in medical practice fit into the 
group classified by Becker and Obermayer'™ as 
melanosis not associated with an increased number 
of melanoblasts (Table 2). Melanin pigmentation 
results from the activity of melanoblasts normally 
present in the skin. Many of these follow or accom- 
pany drug or inflammatory reactions or various der- 
matoses and are of special interest to the derma- 
tologist. In evaluating pigmentation one should 
therefore always inquire concerning a previous skin 
inflammation or lesions. Lentigo should not be con- 
fused with freckles. The former are dark-brown 
macules, usually 0.5 to 1.0 cm. in diameter, occur 
on the covered parts of the body as well as the face 
and hands and appear later in life than do 
freckles.!-1 
I’xternal factors frequently cause melanin pig- 
mentation. ‘The best-known one is the common 
coat of tan from exposure to sunlight or to an ar- 
tificial source of ultraviolet rays. Less frequently 
roentgen rays, radium rays, alpha rays from tho- 
rium-x and heat rays cause a significant degree of 
pigmentation. Mlechanical and chemical irritations 
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Hospital; 
Medicine. 
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are also important. [¢xternal irritants play a role 
in causing the pigmentation of vagabonds’ disease. 
Many agents applied locally, and some taken in- 
ternally, may photosensitize the skin so that marked 
pigmentation occurs with only a limited exposure 
to sunlight.!%: The disfiguring pigmentation 
often brings these patients to the dermatologist. 


Chloasma 


Most pigmentations of interest to the physician 
result from internal causes. Chloasma is one of 
these and is defined as a yellowish to brown macular 
area, larger than common freckles, sharply de- 
marcated and usually localized and increased by, 
but not dependent on, light.!° If circumscribed 
on the face they are usually on the forehead or malar 
The term “liver spots” is sometimes used 
as synonymous with “chloasma,” and because of 
their frequent association with menstrual and 
ovarian disorders or pregnancy the term “‘chloasma 
uterinum”™ is often applied to them. They may be 
associated with a variety of other conditions.!” 1% 
The mechanism of their formation is not clear. 


Pigmentation from Vitamin A Denciency 


Adults in China, India and Japan with xeroph- 
thalmia and keratomalacia due to vitamin A 
deficiency have not uncommonly shown a striking 
pigmentation of the conjunctivas 
In the eye this pigmentation is of a peculiar brown- 
ish color, more marked in the lower fornix and 
bulbar conjunctivas than in the upper lid and bulbar 


— 
Vo 


Vol. 231 No. 4 


conjunctivas (see colored plate'!’), and resembles 
somewhat the ocular manifestations of argyria. The 
skin often shows varying degrees of generalized 
brownish to dull slate color as well as pigmentation 
of the hyperkeratotic papular lesions. 

Mu, Frazier and Pillat,'°* using biopsy material, 
concluded that the skin and conjunctivas of patients 
with vitamin A deficiency contain both melanin- 
building ferments and melanin pigments as shown 
by the positive Dopa and silver reactions. They 
also noted that in the skin the melanin-building 
ferments and melanin pigment are reduced around 
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Tolmach and Graham!® report the case of a forty- 
year-old woman seen in New York who showed skin 
pigmentation due to vitamin A deficiency. They 
review the literature and emphasize the rarity of 
this finding in the white race in this country. Pus- 
cariu and Nitzulescu!' think that the melanin pig- 
mentation of vitamin A deficiency seen in persons 
of the darker racial groups should be considered as 
a manifestation of a special reaction, the intensity 
of which varies according to the particular capacity 
of the trophopigmentary tissue of different races, 
being most reduced in the white race. Pigmentation 


Tarte 2. Classification of Melanin Pigmentation of the Skin. 
(From Becker and Obermayer,'? with Slight Modification.) 


Metawnosis Not AssociATED WITH AN INCREASED NUMBER OF MELANOBLASTS 


EXTERNAL CAUSES 


Conditions Primarily of General 

Medical Interest 

Sunlight 
Ultraviolet rays 


Vitamin A deficiency* 
Vitamin C deficiency* 


Roentgen rays Pellagra* 
Alpha rays from thorium-x Sprue* 
Photosensitization to actinic rays Anemias* 


Heat rays 
Mechanical irritation 
Chemical irritation 
Vagabonds’ disease 


Lymphomas* 

Gaucher’s disease* 
Niemann-Pick’s disease* 
Acanthosis nigricans 
Scleroderma 

Ingestion of arsenic 

Vagabonds’ disease*t 
Ochronosis*t 

Addison’s disease 

Acromegaly* 

Cushing’s disease* 
Hyperthyroidism* 

Pregnancy 

Chloasma uterinum 
Hemochromatosis (many cases)* 
Additional miscellaneous causes* 


INTERNAL CAUSES 


Me tanosis AssociaTED WITH 
INCREASED NUMBER OF 


Conditions Primarily ot 


Dermatologic Interest 
Erythrose peribuccale pigmentarrs 
Post-inflammatory condition 
Chronic dermatitis 
Dermatitis herpetiformis 
Urticaria with pigmentation 
Urticaria pigmentosa 
Xeroderma pigmentosa 
War melanosis (Riehl) 

Lentigo 
Additional miscellaneous causes 


Ephelides (freckles) 

Pigmented nevus 

Neoplasms: 

Melanoma 
Melanotic epithelioma 
Melanotic carcinoma 

Mongolian spot 

Blue nevus 

Neurofibromatosis 

Albright’s syndrome* 

Leschke’s syndrome* 

Congenital neurocutaneous syn- 
drome of melanosis of skin and 
central nervous system* 

Skin pigment spot localized over 
spina bifida occulta*® 


*Diseases added to original classification, on the basis either of data in the literature or of their similarity to disorders already classified. 


tVagabonds’ disease may have an internal as well as an external cause. 


{Pigmentation chiefly in cartilage; skin pigmentation less constant. 


the hyperkeratotic follicle but increased in the 
near-by hyperplastic epidermis. 

Pillat!® suggests that the main purpose of the 
conjunctival pigmentation is protection from the 
sun and daylight. Failure of the corneal epithelium 
to form pigment may be one of the reasons why the 
cornea sometimes undergoes marked changes (kera- 
tomalacia) in severe vitamin A deficiency. Argyria, 
arsenic ingestion, diminished liver function and 
the usual systemic disorders producing pigmented 
skin were all excluded as a cause for the pigmen- 
tation.!9.9 Clinically, other deficiencies were not 
noticeable. That vitamin A deficiency was the cause 
of the conjunctival and skin pigmentation was sug- 
gested by its frequency in persons with xerosis, 
keratomalacia and follicular hyperkeratosis (70 to 
80 per cent in one series) and its gradual subsidence 
when these other lesions healed from the adminis- 
tration of cod-liver oil.!°"° Goldsmith!"? em- 
phasizes the possible role of vitamin A deficiency 
in causing skin pigmentation. 


of the skin and conjunctivas due to vitamin A 
deficiency is probably infrequent in this country 
because a deficiency severe and prolonged enough 
to cause xerosis and keratomalacia is but rarely seen. 


Pigmentation and Vitamin C Metabolism 


There is a considerable literature correlating or at 
least attempting to correlate skin pigmentation and 
vitamin C metabolism. Cornbleet!™ and others!!!” 
give reviews of this subject. The vitamin C store 
in the adrenal glands diminishes in guinea pigs 
placed on a scorbutic diet. Melanin pigment in the 
skin has been shown to increase when vitamin C 
depots in the adrenal glands and the rest of the body 
are depleted and to diminish with administration of 
vitamin C."* Pigmentation of the skin is frequent 
in scurvy and disappears with vitamin C treat- 
ment." 48 Hemosiderin and hematoidin are formed 
in scurvy."8 The diffuse pigmentation sometimes 
seen, however, suggests overproduction of melanin 
as well as the presence of hemosiderin."* The hyper- 
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pigmentation of Addison’s disease may diminish 
with vitamin C therapy." "6 It has been sug- 
gested that pigment and vitamin C in association 
with copper occur together in the skin, the pigment 
apparently serving as the anchor that holds vitamin 
C."4 Copper apparently hastens the darkening 
and precipitation of Dopa by ultraviolet rays, 
whereas vitamin C retards this precipitation." 
Several other writers have suggested that copper may 
play a role in causing skin pigmentation." 12° 
Comment is made on the possibility that disturbance 
of a copper, vitamin C and melanin balanced 
mechanism in the skin is the cause of the skin pig- 
mentation in Addison’s disease and scurvy."* Vita- 
min C, tyrosine and Dopa absorb selectively the 
erythema-producing ultraviolet rays.'" 

The failure of some pigmentations to respond to 
vitamin C therapy has been ascribed to its oral 
use.47 21,12 Destruction of ingested vitamin C by 
infections in the upper bowel and failure of absorp- 
tion because of achylia gastrica have been given as 
reasons.'” Parenteral administration has been 
recommended in such cases. Hoff,!!® ascribes the 
skin pigmentation of gastric carcinoma, pernicious 
anemia, pancreatic disturbances and chronic gastro- 
intestinal disturbances to such a mechanism. Coun- 
teraction of pigment formation by the administra- 
tion of this vitamin is claimed. Chloasma has been 
reported to respond in a similar manner.!!* 121, 122 
Wilkinson and Ashford"? review the literature 
dealing with failure of vitamin C therapy in pig- 
mentary disorders. Abt and Farmer!!® mention 
favorable results with the use of vitamin C in treat- 
ing pigmentation of the skin. The controversial 
nature of this field is thus apparent. 

It has been suggested that photosensitivity on 
exposure to the sun with subsequent development 
of pigmentation may in certain cases be related to 
absence or diminution of certain vitamins, par- 
ticularly vitamin A or C or both.! 

Further evidence of the influence of vitamin C 
on pigment metabolism is the recent demonstration 
of the need for this vitamin for the complete metab- 
olism of tyrosine and phenylalanine. Pigmentation 
of this type appears to be conditioned not only by 
a vitamin C deficiency but also by the presence or 
absence of an excess of pigment precursors. Other 
information relative to vitamin C and pigmentation 
is discussed in the sections on Addison's disease 
and ochronosis. 


Pigmentation of Pellagra 


Pigmentation of the skin usually occurs in pel- 
lagra and appears to be of several varieties. The 
most frequent type is the deep tan or bronze color 
developing at the site of the pellagrous lesions as 
the acute phase of the dermatitis subsides.!24—126 
It is usually seen on the exposed portions!? — the 
face, neck and dorsum of the hands and lower legs 
(see and colored plate’). It may 
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develop in areas of the body exposed to irritation 
but not to sunlight.” 126 Stomatitis rather than 
pigmentation is the usual mucous-membrane mani- 
festation.!*4 

A roughened, thickened (hyperkeratotic) pig- 
mented area over pressure areas (the elbows, knees 
and so forth) (see illustrations!» 1% 13°) is considered 
one of the most characteristic skin lesions of pel- 
lagra, especially in mild chronic forms or as a residual 
between flare-ups of acute pellagrous dermatitis. 

Harris and Harris!* in their monograph state, 
“At times there is a brownish pigmentation over 
the entire body, resembling and with much the same 
distribution as the characteristic epidermal dis- 
coloration seen in Addison’s disease.” Further 
simulation of Addison’s disease is the occurrence in 
pellagra of hypotension, subnormal temperature, 
weakness and various gastrointestinal symptoms." 
Many papers discuss the possible relation of the 
pigmentary syndrome of pellagra to adrenal func- 
tion.!25) 131, 82 Qecasionally pathologic changes in 
the adrenal glands have been noted,'* but in many 
cases with this suggestive clinical association no 
gross changes were seen in these glands.“! The 
occurrence of this type of diffuse pigmentary change 
in so many systemic diseases suggests strongly that 
other of the factors discussed in this review may 
be responsible. 


Pigmentation of Sprue and Other Intestinal Disorders 


Pigmentation of the skin is of common occurrence 
in sprue. It was noted by Thaysen in 12 of 34 
cases in one series" and 7 of 10 cases in another,'® 
in 22 of 32 patients by Snell'** 7 and in 4 of 6 pa- 
tients by Kaufman and Smith."* The last workers 
have written an excellent account of all the cutaneous 
changes, including pigmentation, noted in the sprue 
syndrome. 

The pigmentation is yellowish brown to brown, 
most characteristically occurring as sharply defined 
patches or spots, sometimes symmetrically dis- 
posed, on the forehead, nose and cheeks, about 
the lips and jaw and less frequently on the ex- 
tremities or trunk. The pigmentation may also be 
diffuse and at times so extensive as to resemble the 
type seen in Addison’s disease. It is exaggerated 
by exposure to sun, deepens with relapse of the 
disease and lightens or even disappears during re- 
mission or after treatment. The rarity of pig- 
mentation of the mucous membrane of the mouth 
in sprue has been emphasized. 

There has been considerable speculation concern- 
ing the nature of the skin pigmentation in sprue. 
Excessive hemolysis of red cells and jaundice from 
liver disease are readily excluded as the cause. 
Kaufman and Smith,™* through special stains of 
biopsy material from a pigmented area, were able 
to demonstrate conclusively that there was an in- 
crease in melanin pigmentation of the basal cell and 
rete layers of the epidermis with no pigmentation 
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of the corium. No hemosiderin pigment was present 
in the skin. 

It appears, then, that the pigmentation of sprue 
results from increased activity of the melanoblasts 
normally present in the skin. The responsible 
mechanism is not clear. Disease of the adrenal 
glands appears to be excluded. The chloride ex- 
cretion in sprue is normal, as is the histology of 
the adrenal glands.¥* 88 Thaysen™® has discussed 
the possible role of deficiency of vitamins B and C 
in producing pigmentation. Kaufman and Smith® 
believe that the role of avitaminosis in the produc- 
tion of pigmentary changes requires further in- 
vestigation. It is of interest to note that pellagra 
not uncommonly occurs in sprue patients.!4 

The so-called “butterfly sign,” an area of pig- 
mentation of the face, narrow over the bridge of the 
nose and widening out over the cheeks, is fre- 
quently mentioned in the literature. At times it is 
accompanied by pigmentation of the mouth or 
tongue. It was for a time considered diagnostic of 
schistosomiasis, hookworm disease and infection of 
the urinary tract.4°™ Jt was also considered in 
the earlier literature as a sign of intestinal tuber- 
culosis.“? Sutton and Sutton have commented 
on the supposed relation of mouth pigmentation 
*to ancylostomiasis. It is difficult to evaluate the 
significance of these signs, but one could readily 
suspect a nutritional-deficiency mechanism. 

Within the last few years 2 patients at the 
Boston City Hospital, a girl of fifteen and an adult 
woman, exhibited a curious syndrome of pig- 
mentation of the skin associated with intestinal 
polyposis.“* Both had had extensive gastro- 
intestinal resections. Autopsy in each case revealed 
intestinal polyposis and normal adrenal glands. 
Pigmentation had been present in the girl before the 
intestinal operation. The pigment appeared to be 
melanin and was distributed in an acral fashion 
about the mouth, on the lips and over the hands 
and fingers as small dots and round patches. There 
is said to be a family in Boston several members of 
which exhibit this syndrome. 

It is of interest that Hutchinson™® in 1896 re- 
ported a case of cutaneous pigmentary syndrome 
in nine-year-old twins and identical with the pic- 
tures of our patients. Weber" later mentioned that 
one twin died at the age of twenty from intussuscep- 
tion. This circumstance suggests the possibility 
of these twins having had polyposis. The syndrome 
is not unknown in the literature. Metzger, Ohlmann 
and Halff? report the case of a nineteen-year-old 
girl with polyposis and pigmentation of the skin. 
Polyposis is often familial. The possibility exists 
that the pigmentation represents an associated 
pigmentary anomaly rather than the result of a 
metabolic or nutritional disturbance of intestinal 
origin. 

Pigmentation of the skin may occur in patients 
with gastrojejunocolic fistulas. I have seen such a 
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case, also one of tuberculosis of the ileum with skin 
pigmentation. Pigmentation of the skin may occur 
in celiac disease. It is well known that nutritional- 
deficiency states produce marked changes in the 
function of the small intestine, including absorptive 
defects, 48-150 

There is an extensive literature indicating that 
pellagra, which in itself is associated with skin 
pigmentation and other deficiencies, is frequently 
secondary to a wide variety of diseases of the 
stomach, small intestine and colon.'°!' From 
clinical experience and perusal of the literature, 
however, one gains the impression that pigmenta- 
tion of the skin without pellagrous dermatitis is, 
if not more frequent, certainly of a much more pro- 
nounced degree in diseases of the small intestine 
than in disorders of the colon. 


Color of the Skin in the Anemias 


All physicians are familiar with the pallor of the 
skin seen in patients with anemia. All other factors 
being equal, the degree of pallor is directly pro- 
portional to the loss of hemoglobin. Skin color in 
anemia patients, however, varies for other reasons 
than this. Wintrobe!™ gives an excellent account of 
these. 

The lemon-yellow pallor of pernicious anemia can 
be attributed to the anemia together with mild 
bilirubinemia. It may also be attributed to the 
lack of biliverdin in pure hemolytic jaundice. 
Most patients with pernicious anemia now receive | 
early and continued treatment, so that in contrast 
with the frequency in the pre-liver treatment era 
few patients remain untreated long enough to per- 
mit this sign of excess pigment metabolism to de- 
velop Minot!®> states that this 
characteristic appearance of pernicious anemia pa- 
tients is about five times as rare as formerly. These 
patients may develop a brownish type of pigmenta- 
tion that is either diffuse or blotchy.** Vitiligo 
and premature graying of the hair are two other 
well-known pigmentary disturbances frequently 
seen.!56 The earlier literature contains many refer- 
ences that report cases of a melanin type of pig- 
mentation of the oral mucosa'*: 155. 16° (see colored 
plates!®9.16), Jn the experience of any one hema- 
tologist, however, this is a rare finding. The skin 
pigmentation appears clinically to be of the melanin 
type. Its pathogenesis is not clear. Formerly the 
arsenic therapy used was suspected,!** but this theory 
is now untenable since patients not on arsenic 
therapy have shown this type of pigmentation.!**!°° 
The hemosiderin formed in this disorder may be 
a stimulus. Since absorptive difficulties have been 
demonstrated in the small bowel'® the pigmenta- 
tion mechanism may be similar to that seen in 
sprue. The role of the avitaminosis is not known. 
The pigmentation improves with treatment. 

Similar pigmentation and vitiligo but probably 
of a milder degree are sometimes noted in hypo- 
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chromic microcytic anemia,!®!® but never the 
yellow pallor of pernicious anemia. The reason for 
the greenish or greenish-yellow color that led a 
former generation of clinicians to label hypochromic 
anemia in young girls as chlorosis (green sickness) 
is not well understood. Modern descriptions of 
chlorosis do not include the concept of a green 
pallor. A brownish hue of the skin in chlorosis is 
said to be much rarer than in the idiopathic hypo- 
chromic microcytic anemia of middle-aged women.'® 

Pigmentation of the skin was frequently noted 
by Bomford and Rhoads'!®16 jin patients with 
refractory anemias. It varied from light to deep 
brown, was either spotty or diffuse and tended to 
be especially prominent on the exposed surfaces. 
In some cases a grayish or slate color was noted. 
Hemochromatosis was occasionally seen as a com- 
plication.'** 167 ‘These phenomena were especially 
noted in refractory anemia of the type with partly 
mature cellular marrow. Hemosiderin is thus to be 
strongly suspected as the cause of the pigmentation. 
It may stimulate melanin production directly in the 
skin or, more likely through deposition in the 
adrenal glands. 

The studies of Whipple and Bradford!® indicate 
that pigment abnormalities simulating hemo- 
chromatosis are of common occurrence in Medi- 
terranean disease (erythroblastic type of anemia). 
Iron-staining pigment was noted in many organs 
but not in the skin. The adrenal glands were 
smaller than normal, with abundant iron-staining 
pigment in the glomerular zone. Grossly the skin 
looked pigmented. This pigmentation is difficult 
to evaluate since the disorder occurs in racial 
groups — Italians, Greeks, Syrians and Armenians — 
whose skin is normaily of a dark complexion. 

Ordinarily one associates the yellow color of 
jaundice with the hemolytic anemias, an association 
true in most cases. Not to be overlooked is the 
presence of hemoglobinemia and methemalbumin- 
emia in certain of them. Fairley’s!®!7° classi- 
fication of hemolytic anemias — hemoglobinuria, 
methemalbuminemia and hyperbilirubinemia; meth- 
emalbuminemia and_hyperbilirubinemia; and 
hyperbilirubinemia alone — indicates the com- 
plexity of the problem of pigments in this group. 
The influence of these on skin color is not clear. 

Pigmentation of the lower legs about and above 
the ankles probably of the local hemosiderin variety, 
appears to be not uncommon in congenital hemo- 
lytic jaundice!!!” (see illustrations!) !"*) and sickle- 
cell anemia (see illustrations!”*!), Ulcers of the legs 
are frequent in these disorders. The pigmentation 
may occur about them or the healed scars, and 
occasionally without ulcer formation. 


Pigmentation in the Lymphoma Group 


Pigmentation of the skin aside from the dis- 
coloration caused by local skin lesions is one of the 
various dermatologic manifestations noted in 
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diseases of the lymphoma  Jaun- 
dice may also be present with the lymphomas. 
Epstein and MacEachern!” in a thorough study of 
438 patients with diseases in this group, noted 
pigmentation of the skin in 15 (10 per cent) of 156 
patients with Hodgkin’s disease, in 2 of 122 with 
lymphosarcoma, in 2 of 90 with myeloid leukemia, 
in 1 of 60 with lymphatic leukemia and in none 
of 10 with acute leukemia or monocytic leukemia. 
Cole!’® noted diffuse pigmentation of the skin in 
4 of 13 patients with Hodgkin’s disease. Aside 
from the green color of local lesions, a diffuse olive 
tint of the skin may occur with chloroma.'8° A 
striking degree of melanin-type pigmentation in a 
patient presenting the clinical picture of a lym- 
phoma would therefore be suggestive but not 
diagnostic, of Hodgkin’s disease. 

The skin pigmentation is brownish or bronze, 
often diffuse, with accentuation in the skin folds, 
and may closely resemble that seen in Addison’s 
disease. At times it is in the form of chloasma 
patches. The responsible factor is undoubtedly 
melanin. At times the skin manifestations resemble 
those of acanthosis nigricans.'8! The hair may 
change color and become lighter.!8° Pigmentation 
of the mucous membranes of the mouth appears to 
be extremely rare in Hodgkin’s disease.!7% 181, 182. 
There are many reasons why pigmentation of the 
skin is frequent in Hodgkin’s disease; arsenic 
therapy, generalized pruritus with scratching, 
x-ray treatment, irritation of the abdominal sympa- 
thetic nerves or pressure on the adrenal veins caused 
by enlarged nodes, malnutrition and avitaminosis 
are among the possible 18 Erythro- 
derma due to a lymphoma may be accompanied 
or followed by skin pigmentation.'*® Direct in- 
volvement of the adrenal glands by a lesion of 
Hodgkin’s disease is among the rare causes of 
Addison’s disease. 

Within recent years at Boston City Hospital 
there have been carefully studied 2 biopsy-diag- 
nosed cases of Hodgkin’s disease each with a degree 
of diffuse skin pigmentation resembling that seen 
in severe Addison’s disease. There was no mouth 
pigmentation in either case. Skin biopsy showed 
only melanin pigmentation. Electrolyte studies 
of the blood sodium and chloride were normal. 
Erythroderma, local skin lesions, scratching, ar- 
senic or x-ray therapy and involvement of the 
adrenal glands were excluded as causes of the pig- 
mentation in these cases. Both patients were 
poorly nourished. 


Pigmentation in Gaucher's Disease and 
Niemann—Pick’s Disease 


Pigmentation is frequent in adults with Gaucher's 
disease, and at least two distinct types have been 
described. One of these is localized in the exposed 
parts — the face, neck and hands. It may be dif- 
fuse or occur as chloasma patches variously de- 
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scribed as bronze, tan, brownish yellow, subicteric 
tint, brownish tan and bister (see colored plates! 
This pigmentation is not derived from bilirubin, 
since jaundice is extremely rare.!™ It is further 
said not to be due to the general deposition of 
hemosiderin pigment or to Gaucher cells in the 
skin.’ ‘Thannhauser' believes it to be due to 
melanin. Very rarely pigmentation of the mouth 
occurs; in a reported case biopsy of the mucous 
membrane revealed the pigment to be melanin.!*° 
Gaucher cells do not involve the adrenal glands, 
but tuberculous or scar tissue from siderosis of 
that organ may explain the occasional case with 
mucous-membrane_ pigmentation.!*® The reason 
for lesser degrees of pigmentation is not clearly 
understood. A malar flush of the cheeks may 
occur.!8° 

Of special diagnostic importance in Gaucher's 
disease is the wedge-shaped pinguecula-like thicken- 
ings of the bulbar conjunctivas, brownish to ocher 
in color, their bases abutting against the corneal 
margin and their apices extending symmetrically 
toward the inner and outer canthi (see colored 
plates!®: 18), ‘They are readily overlooked unless 
the eyes are examined in strong daylight.!% Thann- 
hauser'™ states that although he has seen cases of 
the chronic adult form of Gaucher’s disease in which 
no skin pigmentation was present, he has never 
seen cases in which skin pigmentation was found 
and the brownish pinguecula-like thickening of the 
conjunctivas was lacking. 

The other type of skin pigmentation has been 
emphasized by Bloem, Groen and Postma.!® It 
occurs as a characteristic symmetrical pigmenta- 
tion of the lower legs. The lower margin is rather 
sharply defined just below the level of the ankle, 
and the upper border is irregular, showing stripe- 
like projections with normal skin between them 
and reaching to variable distances below the knee, 
being most prominent on the anterior aspect of the 
lower legs!*® (see illustrations!®> 18°), The color varies 
from yellowish brown to lead gray.'*° This pig- 
mentation occurs in the absence of varicose veins, 
even in young adults. Biopsy of the pigmented 
area from one of the patients of Bloem, Groen and 
» Postma revealed pigment giving a positive reaction 
for iron, localized in the dermis and some in small 
vessels and sweat glands, with the melanin content 
of the skin normal, findings suggestive of hemo- 
siderin pigmentation. 

The hemorrhagic diathesis in this disease and 
possible stasis of the blood in the leg veins from en- 
larged visceral organs (the liver and spleen) may 
be one explanation for this hemosiderin type of leg 
pigmentation. Deposition of the pigment in the 
corium may account for the lead-brown hue. 

Splenectomy done in a patient with Gaucher's 
disease manifesting hemolytic anemia resulted in 
the disappearance of generalized pigmentation 
and the pingueculas, but not of the pigmentation 
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of the legs, a point further suggesting that the two 
types of pigmentation are not the same.!** +187 

Skin pigmentation does not occur in the acute 
infantile form of Gaucher’s disease, a point em- 
phasized by Thannhauser'’* as differentiating it 
from Niemann-Pick’s disease. The latter, which 
occurs only in infants, causes a gray-brown-yellow- 
ish diffuse pigmentation of the skin, especially on 
places exposed to the light (see colored plate!’*).!%* 
The skin pigmentation of Niemann-Pick’s disease 
is believed due to an increase of melanin. Thann- 
hauser'*® believes that since the adrenal glands are 
infiltrated by Niemann-—Pick’s cells, the pigmen- 
tation syndrome may be similar to that found in 
Addison’s disease. 

Pigmentation of the skin is not a prominent 
feature of Hand-Schiiller—Christian’s disease or 
Tay—Sachs’s disease.19 1% 


Acanthosis Nigricans 


Acanthosis nigricans is a curious pigmentary dis- 
order of the skin of considerable general medical 
interest because of its association with cancer in 
half the cases reported in the literature. The type 
not associated with cancer is called benign!*?!%; 
it occurs primarily in children, often appearing 
at puberty, progressing a variable degree and with 
an indefinite duration, and usually not causing or 
being associated with any serious systemic disorder. 
The skin in both these types has an identical clinical 
and histologic appearance. Disturbance of hor- 
monal function of the sex glands has been sug- 
gested as a cause of the benign form. Other reasons 
for its occurrence have been given.!” 

Curth,!® in a thorough study and review of this 
subject, lists the extensive evidence correlating 
the association of acanthosis nigricans with can- 
cer. This type of acanthosis occurs primarily in 
adults, especially those past middle age. ‘Tabu- 
lations given in Curth’s paper list its occurrence 
with various types of cancer as follows: breast, 9; 
lung, 4; stomach, 50; uterus, 8; liver, 12; pelvis, 
4; abdomen, 8; rectum, 2; intestines, 2; ovary, 1, 
and so forth. These findings afford an excellent 
rationale for the dictum, ‘“‘Acanthosis nigricans 
occurring in an adult is an indication for an explora- 
tory abdominal operation.”” Curth believes that 
some property of the associated tumor may activate 
the skin lesions. Pressure on the intra-abdominal 
sympathetic nerves fails to explain many of the 
cases. 

The pigmentary syndrome of acanthosis nigricans 
in its early stages is strikingly similar to that of 
Addison’s disease, including the not infrequent 
involvement of the mucous membranes of the 
mouth. 

Acanthosis nigricans causes additional skin or 
mucocutaneous changes, namely, exaggeration of 
the normal cutaneous markings, hyperkeratosis 
and verrucous and papillomatous changes (see 


128 


and colored plate!’*). The micro- 
scopic picture of the skin is diagnostic.’ 

Cancer is an extremely common disease, whereas 
acanthosis nigricans is relatively rare. Milder forms 
are probably often overlooked because the clinical 
picture is an unfamiliar one. Hollander,*® in re- 
viewing the various etiologic theories, points out 
that not all cases accompany intra-abdominal or 
other forms of cancer, and the disease has been 
noted in cachectic persons with severe diabetes, 
tuberculosis and so forth. No one etiologic theory 
fits all cases. Hollander argues that the appearance 
of the skin, thickening, scaling, pigmentary changes 
and presence of papillary elevations have been 
accounted for by vitamin deficiency in connection 
with other cutaneous disturbances. Avitaminosis 
is a possible common factor in all these predisposing 
diseases. A patient with cancer of the stomach and 
acanthosis nigricans treated with daily injections 
of vitamin B complex showed appreciable decrease 
of vegetative growths. Even more striking is the 
case reported by Strandell!*? in which a striking 
decrease in pigmentation and the number of papil- 
lomatous growths occurred following the injection 
of liver extract (see illustrations!”). 

All physicians should be on the alert for this dis- 
order. Milder forms are probably often overlooked 
because the clinical picture is an unfamiliar one. 
The relation of the disease to cancer and possibly 
to avitaminosis deserves more emphasis in the 
general medical literature. 


Pigmentation of Scleroderma 


In the earlier literature, undue prominence was 
given to the skin involvement in scleroderma. More 
recently the many visceral manifestations have been 
commented on,!**?° and emphasis has been placed 
on the frequent involvement of the lungs, gastro- 
intestinal tract, heart and endocrine glands. These 
visceral complications may result in death. Weiss 
and his associates?°® comment on the similarity in 
development of knowledge of scleroderma and that 
of lupus erythematosus and sarcoid, both of which 
are now recognized as systemic disorders. 

Of special interest is the frequency with which 
skin pigmentation occurs in scleroderma, often out 
of all proportion to the severity of the skin involve- 
ment and at times closely resembling the pigmentary 
syndrome of Addison’s disease. Asthenia may also 
occur. Lack of pigmentation of the oral mucous 
membranes in scleroderma has received frequent 
comment. 

The distribution of pigmentation may accompany 
the usual distribution of the skin involvement, — 
that is, on the face, hands, arms and legs, — but 
not uncommonly it covers the entire body. Patches 
of vitiligo may be noted. In hue the pigmentation 
varies from dirty ivory to a deep bronze. The 
responsible pigment is melanin. 
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The pathogenesis of generalized scleroderma is 
not known.?”+2% Diffuse alteration of collagen 
tissue has recently been suggested as a cause.2™ 
Explanation of the pigmentation is not clear. Rare 
cases show involvement of the adrenal system.? 
True Addison’s disease coexistent with scleroderma 
is a great rarity. The patient studied by Talbott 
and his associates?°® simulated Addison’s disease 
in many ways, including a negative sodium and a 
negative chloride balance, yet post-mortem ex- 
amination revealed normal adrenal glands. 

Pigmentation may occur with dermatomyositis.?% 
It does not accompany or follow scleredema 
adultorum,?" a disorder occasionally confused with 
scleroderma. [arly graying of the hair is the pre- 
dominant pigmentary disturbance characteristic 
of Werner’s syndrome, a complex clinical picture 
which includes scleroderma as one of its compo- 
nents.298 Persons with the Thibierge-Weissenbach 
syndrome (calcinosis with scleroderma) may have 
skin pigmentation.” 


Arsenic Pigmentation 


Arsenical melanosis of the skin may follow the 
use of all forms of arsenic. It may occur without 
preceding dermatitis. It may be diffuse, but more 
frequently has a flecked or raindrop appearance due 
to many small nonpigmented areas (see illustra- 
tions), 210, 211), Vitiligo may occur.?” The melanosis 
usually begins and remains most prominent on 
the trunk and proximal extremities. Mee’s stripe 
of the fingernails (see illustration®), and palmar 
and plantar keratosis (see illustration?*) may occur 
and be of diagnostic aid. Rarely the mucous mem- 
branes are pigmented.?!® Addison’s disease has 
been closely simulated. Ayres and Anderson?!® 
have listed the many possible sources of exposure 
to arsenic other than its use as a therapeutic agent. 

Pigmentation is due to melanin and not to deposits 
of arsenic. The latter probably acts by hastening 
and intensifying the normal pigmentary mechanism, 
since it is a strong catalyzer of oxidizing and reduc- 
ing processes,”!® as well as by producing inflam- 
matory changes.’** Deposits of melanin, both in 
the epidermis and in the melanophores of the 
corium, may be similar to those seen in Addison’s 
disease.’ Fortunately, other distinctive changes 
occur that make the diagnosis possible from his- 
tologic examination of the skin.!** Pentavalent and 
inorganic arsenic — that is, sodium cacodylate and 
Fowler’s solution — are more likely to produce in- 
tense pigmentation than are trivalent arsenical 
compounds, such as arsphenamine. By a special 
technic, arsenic crystals can be demonstrated in the 
skin.?!7 


Vagabonds’ Disease 


Books on differential diagnosis usually mention 
vagabonds’ disease among the causes of skin pig- 
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mentation. It has been my experience that medical 
students and interns have a hazy conception of 
this disorder. Textbooks on dermatology discuss 
it under pediculosis corporis. In a large municipal 
hospital one not infrequently encounters patients 
whose skin pigmentation is best explained on 
this basis. There is a considerable earlier and par- 
ticularly foreign literature on the subject. ‘The 
Germans refer to the disease as /Vagabonden- 
Krankheit2!* Other synonyms are “‘vagabondism” 
and “vagabonds’ discoloration.”” It has been de- 
fined as “a disease simulating morbus addisonil, 
and particularly found in tramps and vagrants.” 
From the literature!™: 197. 218°3 and our own ex- 
perience, the typical patient is a man in the older 
age group, unkempt in his personal habits, usually 
with pediculosis corporis and a history of infre- 
quency of bathing or even changing the clothes and 
dietary deficiency, with or without alcoholism. 
Lesser degrees may occur in neglected elderly and 
senile persons. ‘The face— unless the patient is 
much outdoors —and the extremities show less 
pigmentation than does the body. The pigmenta- 
tion is light to dark brown, and is accentuated 
about the waist and groins, between the thighs, in 
the axillas and over the back of the neck and upper 
back (see illustration). The skin may show 
evidence of bites of pediculi and many linear scratch 
marks. Of interest is the frequent reference to 
pigmentation in the mouth,”!8: 2335 even in pa- 
tients dying from other causes, with demonstra- 
tion of normal adrenal glands at autopsy. Biopsy 
of the mucous membrane has been reported to 
show melanin,”°® and this has been our experience 
in several such patients in whom normal electro- 
lyte studies excluded Addison’s disease. Bathing, 
local treatment of the skin lesions, clean clothes, 
good diet and multiple-vitamin therapy often cause 
the pigmentation to diminish in intensity. It is 
worth remembering that such cases may closely 
simulate the pigmentary features of the Addisonian 
syndrome. The skin pigment is melanin, with the 
melanoblasts in the basal epidermal layer Dopa- 
positive and the chromatophores in the corium 
Dopa-negative.””° 

Becker and Obermayer'™ classify vagabonds’ 
» disease with the melanosis due to physical factors. 
Undoubtedly the lack of bathing, irritation from 
pediculi, scratching, unclean clothes, perspiration, 
toxic substances produced by pediculi and so forth 
are important. Nutritional deficiency is undoubtedly 
additive and may accent the melanin-producing 
ability of the above factors. Goldsmith!” con- 
siders vitamin A deficiency important in vaga- 
bonds’ disease, especially if the conjunctivas show 
melanosis. Deficiencies of vitamin C and the vita- 
mins of the B complex may be equally significant, 
but relative data are not available. Of interest 
is Gyorgy’s”> observation that pediculosis is com- 
mon in rats with chronic riboflavin deficiency but 
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is not observed in those deficient in other factors 
of the vitamin B, complex, and that riboflavin by 
mouth has a curative effect on this type of pediculosis 
in rats. Whether this concept holds for human 
beings is unknown. There appears to be no good 
explanation for the oral pigmentation noted in 
such patients. 


Ochronosis 


Patients with alkaptonuria cannot completely 
catabolize the tyrosine and phenylalanine of their 
food and tissue protein, so that an intermediate 
product, homogentisic acid, remains. Urine con- 
taining homogentisic acid is of normal color when 
voided but on standing turns brown or black.”*° 
lishberg’s test”? enables alkaptonuria to be diag- 
nosed immediately from a single drop of urine. 
Alkaptonuria is commonly considered an inborn 
error of metabolism present at birth. Over a period 
of years a pigment substance is deposited in car- 
tilage,” the eye and to a lesser degree in the skin, 
causing, in later years of life, noticeable pigmenta- 
tion and arthritis of the spine and large joints. 
Cardiac disturbances may also occur. Pomeranz, 
Friedman and Tunick*® have recently emphasized 
the roentgenologic features of this arthritis. The 
curious finding of calcification of the intervertebral 
cartilages and osteoporosis of the vertebral bodies 
enables the diagnosis of ochronosis to be made 
roentgenologically. 

Exogenous ochronosis due to absorption of 
phenol used to dress wounds and ulcers, formerly 
frequent, has probably disappeared since the in- 
troduction of modern antiseptics. 

Smith”® believes that Pick’s explanation of the 
mode of production of the pigment in this disease 
is most plausible namely, “that, through the action 
of the oxidative ferment tyrosinase, the phenol 
substances in the exogenous group and the homo- 
gentisic acid molecule in the endogenous group are 
changed into melanin pigment, which is deposited 
in tissues.” Virchow,”* in 1866, in studying his- 
tologic sections of darkly pigmented cartilage, 
noted that the pigment granules microscopically 
appeared pale yellow or ocher, hence the name 
“ochronosis” applied to deposition of pigment in 
the body tissue of patients with alkaptonuria. 

Pigmentation of cartilage causes the ears and 
occasionally the nose or knuckles to appear blue, 
the predominant hue being, no doubt, the optical 
effect of pigment deep below the epidermis layer 
of the skin (see colored plates”*°-*4). The skin may 
become pigmented, especially as a butterfly-shaped 
brown pigmentation over the nose and cheeks or 
even more diffusely (see 251, 26 
Because the pigment granules are prominent in 
the deeper corium the skin pigmentation is apt to 
be a dark brown blue. Skin pigmentation is never 
sO prominent a feature as is pigmentation of car- 
tilage. At times the hands are pigmented.§° 
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Failure of the ears to show transillumination of 
light, due to pigment in cartilage, is diagnostic of 
ochronosis (see colored plate”°). The cerumen of 
the ears and axillas may be pigmented. 

Smith,”° 9° in 1942, published a detailed and 
stimulating account of the eye changes in ochronosis 
that probably occur in almost every case. He re- 
ports 4 cases and mentions others not reported, 
and stresses that ochronosis is far more frequent 
than is generally believed. The eye changes include 
pigmentation of the scleras, diagnostically distinct 
localized brown areas on the bulbar conjunctivas 
and pigment spots in the corneal limbus — best 
seen with slit-lamp observation. One of Smith’s 
papers*® contains seven colored pictures of these 
eye changes. Patients with alkaptonuria should 
have a careful ophthalmologic study, including 
slit-lamp observation, for detection of early evidence 
of ochronosis. 

Considerable interest has centered in the recent 
reports of alkaptonuria experimentally produced 
in guinea pigs by placing them on a diet deficient 
in vitamin C and feeding them 0.5 gm. of /-tyrosine 
daily.*7 The addition of 5 mg. of ascorbic acid 
caused the homogentisic acid in the urine to dis- 
appear within one or two days and to reappear 
within one to three days after withdrawal of the 
ascorbic acid. Similar experimental results were 
obtained with two normal human subjects. Alkap- 
tonuria has also been experimentally produced in 
rats from phenylalanine feeding.2* This work 
clearly indicates that the metabolic handling of 
tyrosine and phenylalanine is dependent on the 
presence in the body of an adequate amount of 
vitamin C. Using this information, Sealock, Gald- 
son and Steele*® treated a sixty-five-year-old man 
suffering from alkaptonuria and ochronosis with 
large doses of vitamin C. Even doses of 4 gm. 
daily had no effect on the output of homogentisic 
acid. With large daily doses of vitamin C, however, 
the urine failed to turn dark even after standing 
several days. These writers suggest that their re- 
sults do not preclude the possibility of a continued 
high intake of the vitamin in early life preventing 
the deposition of melanotic pigment in later years. 
This therapeutic suggestion would be well worth a 
trial if a patient with early ochronosis were en- 
countered in clinical practice. The role of vitamin C 
in pigmentation appears a bit clearer from this work. 


Pigmentation of Addison’s Disease 


Pigmentation of the skin is universally recog- 
nized as a constant and characteristic feature of 
Addison’s disease. Its absence in chronic proved 
cases has been considered exceptional enough to 
merit a case report in the literature, 2! although 
it is generally agreed that in the rapidly develop- 
ing type of disease pigmentation is occasionally 
of minimal degree or absent. 
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The pigmentary syndrome of Addison’s disease 
has been more thoroughly and adequately described 
than that of any other systemic disorder with skin 
pigmentation.22-*46 Chemical evidence™? and _his- 
tologic evidence!® show the pigment to be melanin. 
Other than increased melanin pigmentation, his- 
tologic sections are not characteristic. Pigmenta- 
tion is most marked in regions normally pigmented 
or exposed to light or pressure. It appears first 
on the face, the neck, the back of the hands and 
particularly the knuckles (see illustrations? 
and colored plates™*: 48), Pigmentation of the 
mucous membranes of the mouth and occasionally 
of the conjunctivas and vagina’is an almost con- 
stant feature. Pigmentation of creases in the palms 
and soles and of the axillas and groins often de- 
velops. Pigmentation is diffuse, but pressure points 
and body folds may cause accentuation. The pig- 
ment color varies from grayish to brown. Minute, 
black, frecklelike pigment may occur. The anus, 
nipples and genitalia are often strikingly discolored. 
Vitiligo is not too rare (see illustration™). 

Some papers discuss the possible mechanism of 
the pigmentation, whereas others simply state that 
it is not known. Sodeman™? in a recent review gives 
an excellent account of the literature. 

The usual and older, but not proved, explanation 
states that it results from disease of the medulla 
rather than that of the cortex.” The mechanism 
suggested is that the diseased medulla, being unable 
to retain its normal store of epinephrine, releases 
it into the circulation, from which it or its oxida- 
tion product or precursor is deposited in the epider- 
mal layer, eventually to form melanin. The similar- 
ity of epinephrine in chemical structure to its 
precursors tyrosine and dihydroxyphenylalanine 
has already been commented on. According to this 
hypothesis, Addison’s disease in the acute form — 
chiefly cortical involvement — has but little pigmen- 
tation, whereas the chronic form, with both the 
medulla and the cortex destroyed, shows marked pig- 
mentation. Against this theory are the pigmented 
cases with an apparently good medulla but an 
atrophied cortex. Adrenalectomy in experimental 
animals does not usually cause pigmentation.”” A 
recent report suggests that adrenalectomy may 
influence pigment metabolism if the vitamin 
metabolism is changed at the same time.>° The 
influence of sulfur metabolism has been another 
cause discussed.?5! 

Most recent authorities state that control of the 
patient with modern hormone and salt therapy 
usually has no consistent or striking influence on 
the skin pigmentation.?® 25 Harrop et al.?” 
studied their cases with serial colored paintings 
of skin pigmentation. In fact, the occasional 
bleaching effect noted has been attributed to 
mechanical wearing away of the skin®? and to 
the edema of the skin likely to develop with this 
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therapy, with reappearance of the pigmentation 
in crises due to redehydration.2% A  melanin- 
suppressing activity based on work with animals 
was ascribed to the cortical hormone by Hamilton.**° 

There is a growing belief that the pigmentary 
changes are related in some way to vitamin C 
metabolism, as previously pointed out. Sodeman,”*® 
Hoff," Wilkinson and Ashford!” and others give 
convincing but in part theoretical reasons for the 
validity of this belief. In vitro experiments show 
that vitamin C influences the Dopa reactions." ?°¢ 
Several workers have reported that pigmentation 
of Addison’s disease has improved with vitamin C 
therapy.!!® 257,258 Curiously enough, this idea 
appears to have attracted little attention. Roth- 
man?** has recently produced convincing evidence 
that vitamin C metabolism influences skin pig- 
mentation in Addison’s disease. His work suggests 
that vitamin C may act to diminish hyperpig- 
mentation due to a reducing action on preformed 
melanin rather than to prevent its formation. 
Rothman**® used serial colored photographs, silver 
and Dopa-stained skin biopsy material and the 
threshold of an erythema dose of ultraviolet light 
to study the influence of treatment on the pigmenta- 
tion of Addison’s disease. He confirmed the general 
impression that adequate control with cortical 
hormone and salt is without noticeable effect on 
skin pigmentation. He was then able to demon- 
strate, in the case of a thirty-seven-year-old woman, 
who was kept in good condition by continuous salt 
therapy, that the administration of 500 mg. of 
vitamin C daily by mouth for six months bleached 
the skin to such a degree that it could be readily 
recognized in colored photographs. Discontinuance 
of the vitamin resulted in steady darkening. The 
serum ascorbic level had been normal before the 
experiment was started. 


Pigmentation in Pheochromocytoma 


The malignant form of pheochromocytoma of the 
adrenal medulla commonly produces an entirely 
different clinical picture from the one characterized 
by attacks of paroxysmal hypertension, pallor, 
cold and clammy extremities, palpitation, head- 
aches and other symptoms usually noted with the 
» benign-tumor form of pheochromocytoma. Pig- 
mentation is not listed as one of the features of the 
benign form.**® Weight loss, cachexia and skin 
pigmentation of the malignant form may produce a 
syndrome closely resembling Addison’s disease.?®° 


Pigmentation in Acromegaly 


Although the influence of the hormone of the 
pars intermedia of the pituitary gland, and pos- 
sibly a separate melanophore hormone affecting 
skin pigmentation, has been established for lower 
forms of animal life, this influence in human beings 
has not been established. Of interest is the recent 
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report by Fournier et al.?*! of successful treatment 
of vitiligo with a pituitary melanophore prepara- 
tion both for local treatment of vitiliginous areas 
and for parenteral injection in regions remote from 
such areas. 

Cushing,?® in commenting on the pituitary con- 
trol of dermal pigments, stated that pituitary dis- 
orders are likewise accompanied by appreciable 
pigmentary disturbances, although less conspicu- 
ously so than is Addison’s disease. ‘“The complexion 
of an acromegalic,” he wrote, “fas is well known, 
noticeably darkens in color, whereas the reverse 
is true of hypopituitary states in which the skin 
shows, in addition to its other distinctive peculiarities 
a characteristic pallor.” Pigmentation of the skin 
in acromegaly is strikingly evident in many of the 
published photographs of such patients.?*: 
is yellowish to brown and due to melanin; it occurs 
either as small frecklelike spots (see illustration?™) 
or more diffusely, is prominent on the exposed 
surfaces but at times is noticeable on other parts 
of the body, and is said to be more frequent in 
women than in men. There are but few comments 
concerning involvement of the mucous membranes. 
Davidoff?® in a careful study of the clinical picture 
of acromegaly noted cutaneous pigmentation in 
46 of 100 cases. Atkinson*® in reporting a more 
elaborate study of over 1600 cases remarks on the 
frequency of pigmentation but does not give the 
actual incidence. The mechanism of the pigmenta- 
tion is not clear. Excess activity of a pigment- 
producing or pigment-controlling hormone of the 
pituitary gland is an explanation that, although 
attractive, requires further study for its final 
understanding and acceptance. 


Pigmentation in Cushing’s Syndrome 


The term “‘Cushing’s syndrome” is applied to a 
striking clinical picture?**°8 noted in association 
with cancer or adenoma of the adrenal cortex, 
basophil pituitary adenoma, probably with adrenal 
hyperplasia and adrenal hyperplasia alone, all 
such patients almost invariably showing in the 
pituitary gland the cellular changes noted by 
Crooke.*** The face is often flushed and reddish 
purple (see illustration®**), Large purplish striae 
of the lower abdomen and upper thighs are fre- 
quent (see illustration®®*). Albright?®* has em- 
phasized the thin, reddish, possibly transparent 
skin. Extreme susceptibility to bruising and 
ecchymosis is frequent. All these color changes 
in the skin are easy to discern. 

Cushing,?®® ?°7 in his description of this syndrome 
mentioned pigmentation of the skin as a minor 
and not constant feature; he noted it in only 5 of 
12 cases. Haymaker and Anderson?® in an extensive 
review of the literature of this disorder likewise 
assign pigmentation to the less consistently re- 
corded features. Unfortunately, most papers give 
but little information about pigmentation other 
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than that it occurs. Frequent mention is, however, 
made to it in the many published case histories. 

Pigmentation of the skin in Cushing’s syndrome 
appears to be of two types, both of which may 
occur in the same patient. One is a melanin type, 
as evidenced by a darker skin in the upper part or 
exposed parts of the body or accentuation of pig- 
mentation over pressure areas, in the body folds, 
axillas and groins, under the breasts and so forth. 
This type is neither frequently nor prominently 
discussed. Bruising is common in this disorder, 
which, along with the elevated red-cell count, may 
predispose to hemosiderosis of tissues with pig- 
mentation. Whether such a mechanism or stimula- 
tion of melanin formation by a hormonal mecha- 
nism occurs is not clear. If Cushing’s syndrome is 
dependent on hyperadrenocorticism, it would be 
paradoxical to ascribe its pigmentation to this type 
of adrenal dysfunction when the classic example 
of marked pigmentation, Addison’s disease, is pro- 
duced by a destructive adrenal lesion. It remains 
to be clearly stated whether a marked melanin 
pigmentation is directly related to the Cushing 
syndrome. 

In contrast to this is the much more evident 
hemosiderin type of brownish to bronze pigmenta- 
tion frequently noted over the lower legs, from the 
ankle to below the knee. It is strikingly evident in 
many of the published photographs of patients (see 
illustrations?®®: 267, 269) and is specifically considered 
by Weber?” to be hemosiderin in type. The tend- 
ency for patients with the Cushing’s syndrome 
to bruise easily and bleed into tissue, the thinness 
and fragility of the skin, the poor muscle tone of 
the lower leg muscles, which limits muscular ac- 
tivity as an aid to the return of venous blood from 
the legs, the pendulous abdomen and the elevated 
red-cell count all predispose to frequent gross or 
microscopic deposition of blood in the skin of the 
lower legs, with transformation to hemosiderin 
pigmentation, and probably to some stimulation 
of melanin formation. 


Pigmentation in Simmonds’s Disease 


In contrast to the frequently observed pig- 
mented skin of acromegaly and the plethoric and 
dark skin of Cushing’s syndrome is the pale and 
sometimes yellow skin noted so frequently in 
Simmonds’s disease, a disorder attributable to a 
destructive process of the anterior lobe of the 
pituitary gland. The adrenal glands in Simmonds’s 
disease are usually less than normal in weight and 
show marked cortical atrophy but relatively little 
medullary change, a finding that led Sheehan?7! 
to remark, “In view of the condition of the supra- 
renals it is of interest that skin pigmentation of 
Addison’s disease type is practically never seen.” 
Escamilla and Lisser,?” in a review of 101 path- 
ologically proved cases in the literature, noted that 
skin pigmentation was seen in 24 per cent of them. 
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Williams? and other endocrinologists stress that 
the lack of skin pigmentation in patients with 
Simmonds’s disease who manifest an Addisonian 
type of syndrome is one of the most reliable signs 
in differentiating it from true Addison’s disease. 
They also emphasize that, even when skin pig- 
mentation is present, it is of minimal degree and 
not likely to be confused with the classic pig- 
mentation of Addison’s disease. This was strikingly 
true in 3 cases seen by me. 
Sheehan?7! emphasizes pallor of the skin in this 
disease, attributing it in part to indoor existence. 
He further comments on a possible endocrine origin, 
contrasting the pallor of Simmonds’s disease with 
the purplish plethoric facies of Cushing’s syndrome. 
The yellow tint of the skin in Simmonds’s disease, 
especially the type resembling myxedema, may well 
be due to the low metabolic rate. The existence 
of carotenemia was demonstrated in at least one 
case of this disease.®’ 
Hamilton?’ noted that cortical hormone (desoxy- 
corticosterone acetate) suppressed melanin forma- 
tion by melanophores of explants of skin ectoderm 
from embryos of a species of fowl (New Hampshire 
Reds). He remarks, ‘This result may be of in- 
terest in view of the fact that clinically it is observed 
that Addison’s disease is accompanied by a darken- 
ing of the skin as though the normal inhibitor of 
pigment formation had been removed with destruc- 
tion of the adrenal cortex.”’ 
It is of interest that pigmentation of the skin 1s 
but rarely seen with anorexia nervosa, a disorder 
likely to be confused with some forms of Simmonds’s 
disease. Offhand, one might expect to see pig- 
mentation due to avitaminosis in this condition, 
but curiously enough, signs of vitamin deficiency 
in anorexia nervosa are uncommon. In complete 
starvation specific vitamin deficiencies have not 
been noted, probably because the reduced energy 
requirements are satisfied by the utilization of body 
tissues that are in themselves complete foods.?"*: 27° 
No doubt the low level of the metabolism in ano- 
rexia also diminishes the 
vitamins.?"4, 279 
Elaboration by the pituitary gland of a sub- 
stance stimulating melanin production in the skin 
and inhibition of melanin production by the cortical 
hormone, as just commented on, constitute a 
balanced control readily upset by disease in either 
organ. 


Pigmentation 1n Other Pituitary Syndromes 


Pallor of the skin is of common occurrence in 
hypopituitarism.2 Cushing emphasized that per- 
sistent freckles on exposed areas of an otherwise 
pale skin are characteristic of most hypopituitary 
cases (see illustrations of facies of patient with 
chromophobe adenoma?*’). In Frohlich’s syndrome, 
the skin feels soft and delicate and is sometimes 
peculiarly white, thin and transparent — the so- 
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called “alabaster skin’’.276 The face frequently pre- 
sents a bright malar flush to form the so-called 
““peaches-and-cream”’ variety of complexion. Pig- 
mentary spots, walnut-stain colored, small and 
rounded, resembling freckles and ranging in size 
from pinhead to pea size, are not uncommon??? 
(see illustration?”*). Similar spots may be seen in 
the adiposogenital dystrophia of the Laurence- 
Moon-Bied] type (see illustration?”*). Diffuse pig- 
mentation is evidently extremely unusual but has 
been commented on as occurring in an atypical 
variant of the Laurence~Moon-Biedl syndrome.?”7 
A similar frecklelike pigmentary syndrome is noted 
in pituitary dwarfism.?’8 


Pigmentation in Hyperthyroidism 


A survey of a dozen or more standard general 
medical works, as well as of monographs on thyroid 
disease, lead one to conclude that pigmentation 
of the skin is noted in 3 to 70 per cent of patients 
with hyperthyroidism. The pigmentation may be 
diffuse or chloasmal in type, may be limited to 
exposed surfaces of the body or be widespread, 
and varies in intensity from being barely noticeable 
to being as dense as that seen in Addison’s 
disease.?”* 289 Hyperthyroidism of long standing 
is more likely to have the marked and diffuse type. 
The pigmentation is brownish and is due to melanin. 
Rarely it is present in the mucous membranes of 


the mouth. The marked accentuation of pig- ~ 


mentation of the eyelids occasionally noted in 
hyperthyroidism is called ‘“‘Jellnick’s The 
pigmentation often fades following adequate 
therapy. 

Equally striking in some patients is the marked 
degree of vitiligo. In fact, the literature contains 
not infrequent references to the association of 
hyperthyroidism, vitiligo and alopecia areata.?*! 

The mechanism of the pigmentation is not clear. 
The similarity of the pigment precursor tyrosine, 
the thyroid hormone thyroxine (a phenyl ether of 
the amino acid tyrosine with four iodine atoms) 
and di-iodotyrosine is to be commented on. Melano- 
genesis is inhibited through the sympathetic path- 
ways. Sympathetic stimulation is predominant 
in hyperthyroidism, so that this mechanism, if 
operative at all, can explain vitiligo but not the 
pigmentation. Diversion of tyrosine for thyroid 
use might explain vitiligo, but again not the more 
consistently present pigmentation. The complex 
inter-relation of the pituitary and adrenal glands 
in hyperthyroidism is well known. The influence 
of these two structures on pigmentations has al- 
ready been discussed. The possibility of deficiency 
of vitamins, especially those of the vitamin B com- 
plex, because of the known influence of increased 
metabolism on its utilization,®* may in some way 
be concerned with pigmentation in this disorder. 
The rarity of pigmentation of the melanin type 
in myxedema has been mentioned. 


PIGMENTATION OF THE SKIN — JEGHERS 133 


Pigmentation and the Gonads 


“One of the outstanding characteristics of a 
human male castrate is the paleness of the skin,” 
according to dwards et al.” ‘These writers, using 
the Hardy recording spectrophotometer, studied 
skin color in castrates and eunuchoid patients before 
and after treatment with androgenic hormones. 
Untreated castrates were shown to have more 
carotene, slightly less melanin but more melanoid 
and generally diminished hemoglobin pigment in 
their skin than did normal males. It is of interest 
that this combination of pigmentary findings is 
somewhat similar to the normal pattern for women." 
Eunuchoids with secondary hypogonadism showed 
no carotene change from normal and a variable 
modification of other pigments. One eunuchoid 
showed findings similar to those of the castrate 
group.” Treatment of the castrates with androgens 
increased both the melanin and the melanoid, re- 
duced the carotene and returned the hemoglobin 
quantity and distribution pattern to normal. It 
was concluded that androgens have a_ profound 
influence on the vascularity and pigmentation of 
the entire human skin. 

Hamilton and Hubert,?* using castrate and 
eunuchoid men, showed that tanning of the human 
skin after exposure to ultraviolet rays is abetted 
by the presence and negated by the absence of 
effective levels of male hormone substance in the 
body tissues and fluids. Hamilton?®™ noted dis- 
appearance with androgen therapy and reappear- 
ance on its discontinuance of the pigmented color 
of the skin below the eyes noted in a castrate male 
adult. He likened the changes in color about the 
eye with those noticeable in some women during 
various parts of the menstrual cycle. With the use 
of explants of skin ectoderm from embryos of New 
Hampshire Red fowl, it has been shown that 
testosterone is far more potent in its action on 
melanophores than are any of the female hormones 
and expands both the red and the black ones.?*® 

Hamblen and Cuyler reported that the average 
daily androgenic titers in the urine of true blonds 
were distinctly lower than those of marked brunets. 
Hamilton?* concludes that “both the tanning 
process and its dependence on hormones for photo- 
graph-like ‘development’ are somewhat similar in 
women to those described in men, capable of in- 
duction in women by male hormone substance and 
influenced by female as well as by male hormones.” 
Many other examples of in vitro or in vivo experi- 
ments demonstrating the influence of sex hor- 
mones on pigment metabolism and pigmentation 
are on record.?**87 Variations in skin pigmentation 
during the menstrual cycle are well known.!%: 258. 29 
It has been suggested that the influence of estrin 
on melanogenesis is concerned chiefly with the 
normal distribution of pigment. Rocca**® has re- 
ported success with the topical application of an 
ointment containing estradiol in a climacteric pa- 
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tient with chloasmalike areas of skin pigmentation. 
The explanation suggested was that “‘estrin causes 
the disappearance of the abnormal pigmentation 
through a local effect on the melanocytes when 
it is applied on the skin or when it acts on the 
pituitary gland if used in injections, thus inhibiting 
the melanophoric hormone.”’ The skin of women 
with arrhenoblastoma, the masculinizing tumor 
of the ovary, is said to become darker.2*! 

Although the details are not completely estab- 
lished, it is apparent that both the amount and the 
ratio of the male and female sex hormones in- 
fluence the degree and normal sexual differences of 
distribution of melanin pigmentation of the skin 
in human beings. Control of pigmentation by 
gonadal hormones must therefore be considered 
along with the influence of the pituitary and adre- 
nal glands in evaluating pigmentary disturbances 
in endocrine disorders. 


Pigmentation in Pregnancy 


Pigmentation of the skin is practically universal 
during pregnancy.2™ It usually starts about the 
face, where it is known as chloasma gravidarum 
and varies considerably in intensity. It appears 
oftener as brownish areas of chloasma than as 
a diffuse pigmentation. Brunets manifest it more 
than do blonds. It is greatly intensified by sunlight. 
Besides the face, increase in pigmentation is notice- 
able in the linea alba, on the breasts, in and about 
the nipples and about the vulvar and anal regions.?% 
Nishizaki?™*%7 studied skin pigmentation in preg- 
nant women, using a tintometer to grade color 
changes. Studying Japanese women, he demon- 
strated that the pigmentation increased over the 
entire skin as well as in certain characteristic areas 
where it was especially noticeable. He correlated 
the degree of pigmentation with various factors 
constituting the process of labor and requisite for 
the normal completion of labor, and concluded that 
the degree of pigmentation indicates to some extent 
whether a woman is well adapted to the process of 
pregnancy. As is well known, the hyperpigmenta- 
tion clears considerably after pregnancy, but vary- 
ing degrees of permanent residua in certain areas — 
the nipples and areolas, the linea nigra and so forth — 
may remain and constitute presumptive clinical 
evidence of a past pregnancy. 

A hormonal control of the pigmentation of preg- 
nancy is generally acknowledged, but the mecha- 
nism has not been clearly shown. It is of interest 
that injections of estrin are said to intensify pig- 
mentation in certain areas, that is, the areolas.29° 

Occasionally, development of pregnancy in 
women suffering from a disorder characterized by 
skin pigmentation accents the degree of pigmenta- 
tion.?9% 299 "This is especially true of the pigmenta- 
tion of neurofibromatosis.?% 
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Pigmentation in Parathyroid Syndromes 


Ectodermal disorders are present in chronic 
hypoparathyroidism. Although dryness, rough- 
ness, puffiness, thickening and scaling of the skin 
are often observed, it appears that pigmentation 
is rare but possible.*°° Skin pigmentation does not 
occur with hyperparathyroidism. 


Miscellaneous Diseases with Melanosis 


Many other diseases not adequately described 
in the literature may be associated with melanin 
pigmentation of the skin. Still’s disease, rheu- 
matoid arthritis, certain of the tropical diseases, 
such as Kala-azar and schistosomiasis, senility, 
chronic peritonitis, cachexia due to tuberculosis 
and malignancy, and cirrhosis of the liver are other 
examples. The association of skin pigmentation 
with polycystic disease of the kidneys has been 
repeatedly mentioned in the literature.3%  Lib- 
man and Friedberg*® discuss the influence of sub- 
acute bacterial endocarditis in causing skin pig- 
mentation. It is not seen in the active stage of 
this disease, but may occur to a striking degree 
in the bacteria-free stage. They also comment on 
the café au lait pallor so characteristically seen in 
this disease. Pottenger®™ describes a bronzing of 
the skin that he believes indicates a disturbance 
in fat metabolism. This color differs from sun tan. 
It clears with treatment utilizing the heat-labile 
factor found in lecithin-rich foods. Whether this 
disturbance is related to melanin metabolism is not 
known. 


(To be concluded) 
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PROCEEDINGS OF THE COUNCIL 
Annual Meeting, May 22, 1944 


HE annual meeting of the Council of the 

Massachusetts Medical Society was called to 
order at 7:00 p.m. in the Georgian Room of the 
Hotel Statler, Boston, on Monday, May 22, 1944, 
by the president, Dr. Roger I. Lee, Suffolk; 218 
councilors were present (Appendix No. 1). 

The Secretary presented the record of the stated 
meeting held February 2, 1944, as published in the 
New England Journal of Medicine, issue of March 
30, 1944. 

Dr. David Cheever, Suffolk, moved the approval 
of this record. This motion was seconded by Dr. 
Charles A. Worthen, Essex South, and it was so 
ordered by vote of the Council. 


REPORTS OF COMMITTEES 


Executive Committee — Dr. Michael A. Tighe, Mid- 
dlesex North, secretary. 
This report, which is as follows, was presented 
by the secretary: 


The Executive Committee of the Council met on April 
12, 1944. It reviewed the report of the Committee on 
Membership. It approved this report and the recommenda- 
tion contained therein. The report will be presented to the 
Council later in this meeting. 

The Executive Committee reviewed the report of the 
Committee on Cancer. It approved this report and the 
recommendation contained therein. The report will be 
offered later in this meeting. 

The Executive Committee reviewed the report of the 
Committee on Public Relations and approved it. The 
report will be offered later in the meeting. 

The Executive Committee reviewed the report of the 
Committee on Postwar Loan Fund and recommends that 
this matter be laid on the table until the Council meeting 
in February, 1945, so as to afford time for its discussion 
by the district societies and opportunity for the members 
of the Society as a whole to express themselves on it through 
a return postal-card survey. Action on this recommenda- 
tion will be sought later in this meeting when the com- 
mittee’s report is formally before the Council. 


Dr. Tighe moved the acceptance of the report. 
This motion was seconded by Dr. William M. Col- 
lins, Middlesex North, and it was so ordered by 
vote of the Council. 


Committee on Publications—Dr. Richard M. Smith, 
Suffolk, chairman. 


The chairman announced that the committee 
had no formal report to offer. He spoke of a joint 
conference that this committee had held with the 
Committee on Legislation in compliance with a 
directive of the Council given at its last meeting. 
He added that the Committee on Legislation would 
report on this conference later in the meeting. 

Dr. Smith also said that the Journal had received 
a 25 per cent increase in its allotment of paper. He 
spoke of how helpful this was in meeting what had 
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become a pressing problem. This increase, he added, 
was in recognition of the fact that many copies 
go to the armed forces. 


report of progress. 


Committee 


is as follows: 
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Dr. Lee said that this report was accepted as a 


on Arrangements — Dr. Gordon M. 
Morrison, Middlesex South, chairman. 


This report, which was offered by Dr. Morrison, 


The results of the committee’s work cannot be properly 
appraised and reported on until after this current meeting is 
over. We can, however, report that during the past year 
we have held a number of meetings at which the program 
and other arrangements for this annual meeting have been 
worked out. The program that will be presented tomorrow 
and Wednesday covers a wide range of topics that we hope 
will be of interest to the general practitioner. We have 
tried to include timely subjects and to secure speakers 
who are widely known in their respective fields. 

We wish to call attention at this time to the exhibits, 
both scientific and commercial, and to request that every- 
one pay a visit tothem. About 40 per cent more booths have 
been sold this year than ever before, and all members should 
register at each booth some time during the meeting. 
It should be remembered that it is the money received 
from these exhibits that enables us to pay the expenses 
of more guest speakers and for larger meetings each year, 
and unless all members show an interest in the exhibits, 
we shall not continue to attract them. 

From the financial point of view this meeting is sure to 
be successful. ‘The income has already been greater than 
ever before, and we hope to turn over to the Society profits 
of at least $4000. 

In this connection, it is interesting to review the loss 
or gain of former committees on arrangements (Table 1). 


TaB.e 1. Loss or Gain from Annual Meetings. 


YEAR Loss or Prorit AmMouNT 
931 Loss 3189.20 
932 Loss 1250.66 
1935 Loss 1784.03 
1936 Loss 1157.43 
1943. Profit 1750.16 
(estimated) ———— 
$10,268.47 


From 1929 through 1936, the committees were a drain 
on the finances of the Society —one year the cost of the 
meeting was nearly $3200—and for those eight years 
the total cost amounted to nearly $12,000. For the eight 
years since 1937, there have been only two years when 
there was no profit, and for those years a total profit of 
$10,268.47 has been turned over to the treasurer of the 
Society. This striking change in the financial results of 
these meetings corresponds with the date that our executive 
secretary, Mr. Boyd, took over their business manage- 
ment, and we believe that great credit is due him for what 


= 


138 


he has accomplished. Moreover, we sincerely trust that 
next winter the Committee on Finance will recall these 
figures and see that he is properly recompensed. 

To all of those who have aided this committee this year 
we offer our thanks. 


Dr. Lee announced that this report was accepted 
as a report of progress. 


Committee on Ethics and Discipline — Dr. Ralph 
R. Stratton, Middlesex East, chairman. 


The report, which was offered by the chairman, 
is as follows: 


During the past year the usual list of complaints of 
unethical action on the part of fellows, requests for advice 
concerning ethical procedure and so forth have been re- 
ceived. Most of these complaints were of minor impor- 
tance and easily settled in committee. 

Three complaints of unethical practice were of so serious 
a nature that they should be mentioned briefly. 


First, a fellow was accused of vicious and deliberate 
violation of Section 4 of Article IV, Chapter III, of the 
Principles of Medical Ethics of the American Medical 
Association. Section 4 reads as follows: 


When a physician does succeed another physician 
in the charge of a case, he should not make comments 
on or insinuations regarding the practice of the one 
who preceded him. Such comments or insinuations 
tend to lower the esteem of the patient for the medical 
profession and so react against the critic. Investiga- 
tion satisfied the committee concerning his guilt, and 
his resignation from the Massachusetts Medical Society 
- and received. The episode was considered 
closed. 


Second, a fellow was accused of violation of Section 3 
of Chapter II, of the Principles of Medical Ethics of the 
American Medical Association. Section 3 reads as follows: 

A physician is free to choose whom he will serve. 
He should, however, always respond to any request for 
his assistance in an emergency or whenever temperate 
public opinion expects the service. Once having under- 
taken a case, a physician should not abandon or neglect 
the patient because the disease is deemed incurable; 
nor should he withdraw from the case for any reason 
until a sufficient notice of a desire to be released has 
been given the patient or his friends to make it possible 
for them to secure another medical attendant. 

This accusation was of a rather serious nature. In- 
vestigation and hearings showed the accusation to be 
justified. After a formal discussion, the fellow, although 
a member of the Society for a number of years, was judged 
to be totally ignorant of what constitutes ethical practice. 
He was verbally castigated by the members of the com- 
mittee and was referred to the President for a severe 
admonition. This admonition was administered and so 
reported to the committee. The case was placed on file. 

Third, three fellows were accused of deliberate viola- 
tion of Section 7 of Article I, Chapter III, of the Prin- 
ciples of Medical Ethics of the American Medical Asso- 
ciation. Section 7 reads as follows: 

Physicians should expose without fear or favor, 
before the proper medical or legal tribunals, corrupt 
or dishonest conduct of members of the profession. All 
questions affecting the professional reputation or stand- 
ing of a member or members of the medical profession 
should be considered only before proper medical tri- 
bunals in executive sessions or by special or duly ap- 
pointed committees on ethical relations. Every phy- 
sician should aid in safeguarding the profession against 
the admission to its ranks of those who are unfit or 
unqualified because deficient either in moral character 
or education. 

This accusation was thoroughly investigated. A hear- 
ing was given to each of the accused. As a result, the 
committee unanimously judged each of them guilty 
of said violation and requested their resignations from 
the Society. Subsequently the resignation of each of the 
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fellows was received and referred to the Committee on 

Membership for recommendation to the Executive Com- 

mittee of the Council. When the Executive Committee 

shall have passed on these resignations, the incident shall 
be considered closed. 

Dr. Stratton moved the acceptance of the report. 
This motion was seconded by Dr. William A. R. 
Chapin, Hampden, and it was so ordered by vote 
of the Council. 


Committee on Medicai Education — Dr. Robert T. 
Monroe, Norfolk, chairman. 


No report. 


Committee on Membership — Dr. Harlan F. Newton, 
Suffolk, chairman. 


This report (Appendix No. 2) was offered by 
Dr. Newton, who suggested that, inasmuch as it 
had been received in advance of the meeting by the 
Councilors it not be read. It was the will of the 
Council that this report should not be read. 


Dr. Newton referred to the Journal of the American 
Medical Association and particularly to the data on 
medical licensure in the United States and its 
territories appearing in the issue of May 13, 1944. 
He summarized an editorial that appears in this 
same issue as follows: 

Throughout the years, failures among foreign graduates 
were very high. Nearly 50 per cent of foreign graduates 
examined failed in 1943, these examinations being con- 
ducted in the United States, Hawaii, Alaska and Puerto 


Rico, as compared with a failure of only 1 per cent of graduates 
of approved medical schools. 


Dr. Newton moved the acceptance of the report. 
This motion was seconded by Dr. John B. Hall, 
Norfolk, and it was so ordered by vote of the Council. 

Dr. Newton then said that the Committee of 
Membership, in this report, recommended that 
Chapter V, Section 2 (b) of the by-laws of the Massa- 
chusetts Medical Society remain unchanged. 

He moved the adoption of this recommendation. 
This motion was seconded by Dr. Cheever, and it 
was so ordered by vote of the Council. 


Committee on Public Health — Dr. Francis P. Denny, 
Norfolk, chairman. 


No response. 


Committee on Medical Defense — Dr. Arthur W. 
Allen, Suffolk, chairman. 


The report which was offered by Dr. Allen, is 
as follows: 


We now have ten malpractice suits pending; of these, 
three new cases have developed during the past year. It 
has not been possible to dispose of any case during the 

ear. 
The total bills for legal services for 1943 was $439.26. 
The committee has no other expense. 

Our attorneys are handling our affairs with satisfaction. 

Although our budget for the coming year has been re- 
duced from $2000 to $1500, we believe that there is not 
much likelihood that the total amount will be used. 

Two members of the committee are in active military 
service, and the work is being carried on by the three 
remaining members. 


Vol. 231 No. 4 


Dr. Allen moved the acceptance of this report. 
This motion was seconded by Dr. Albert A. Hornor, 
Suffolk, and it was so ordered by vote of the Council. 


Committee on Society Headquarters — Dr. William 
H. Robey, Suffolk, chairman. 


This report, which is as follows, was offered by 
Dr. Robey: 


The committee has held a few meetings since its last 
report, and some important improvements have been 
made in the rooms of the Massachusetts Medical Society. 
These changes have been made possible by the generosity 
of the trustees of the Boston Medical Library. They 
have consisted of a complete renovation of the space 
formerly occupied by the Journal of Bone and Joint Sur- 
gery and also of the room now occupied by the assistant 
to the Secretary. The latest change is the installation of 
a closet for the storage of certain journals and memoranda 
belonging to the Society. Considerable time was spent 
on this project, and the closet has been finally installed 
at the cost of $180, which is a considerable reduction in 
the price of the space originally planned. It is also hoped 
that in time we shall install an office of information, 
renovate the lobby of the Library and place a suitable 
sign on the fagade of the Library indicating the head- 
quarters of the Society, but these last improvements will 
have to wait until materials are available. 


Dr. Robey moved the acceptance of this report. 
This motion was seconded by Dr. Daniel B. Reardon, 
Norfolk South, and it was so ordered by vote of 
the Council. 


Committee on Finance — Dr. Francis C. Hall, Suffolk, 
chairman. 
No report. 


Committee on Industrial Health— Dr. Dwight 
O’Hara, Middlesex South, chairman. 


This report (Appendix No. 3) was offered by Dr. 
O’Hara. He said that this committee had continued 
to work in close co-operation with certain state agen- 
cies, the Associated Industries of Massachusetts, 
the New England Conference of Industrial Physi- 
cians, the American College of Surgeons, the Pro- 
curement and Assignment Service and the Council 
on Industrial Health of the American Medical Asso- 
ciation. He added that two of the members of the 
committee had attended the annual meeting of the 
last organization, held in Chicago on February 14, 
15 and 16, 1944. 

He spoke of a register that the committee con- 
tinued to maintain of those physicians who might 
be interested in practicing industrial medicine. He 
added that the supply of physicians was in excess of 
the demand. 

He called attention to the committee’s report of 
October 7, 1942, which stated that the committee 
was “most perplexed to know how to reach... 
those who are employed . . . in the small plants 
that are now rushing war production.” He added that 
it was obviously impossible for the small plants to 
establish a real medical department, although three 
quarters of the workers are employed in such 
establishments. He said that a promising approach 
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toward solving this problem in Massachusetts had 
been made by certain community-health nursing 
associations which had offered special part-time 
service to the small plants in their respective areas. 

He stated that a third industrial-health program, 
to be held in Springfield, had been prepared but 
that it had to be canceled because a suitable meeting 
place could not be secured and because of lack of 
evidence of local interest and support. 

Dr. O’Hara said that, during the winter, the com- 
mittee’s attention was called to federal legislation 
calling for appropriations to state departments of 
labor to promote industrial health. He said that the 
committee had disapproved this legislation, having 
the support of the chairman of the Committee on 
Legislation of the Society. 

He added that the present period of unprecedented 
industrial activity and the dependency of industry 
on the good health of the workers for a high pro- 
duction rate made the time ripe for establishing the 
principles of industrial medicine in plants where they 
had never been thought of before. 

Dr. O’Hara moved the acceptance of the report. 
This motion was seconded by Dr. Cheever, and it 
was so ordered by vote of the Council amid applause. 


Massachusetts Committee on Procurement and As- 
signment— Dr. Reginald Fitz, Suffolk, 
chairman. 

This report (Appendix No. 4) was offered by 
Dr. Fitz. 

Dr. Fitz moved the acceptance of this report. 
This motion was seconded by Dr. George L. Schadt, 
Hampden, and it was so ordered by vote of the 
Council. 

Dr. Fitz moved that the President be authorized 
to establish a Postwar Planning Committee of such 
size and composition as he deemed advisable. This 
motion was seconded by Dr. Carl Bearse, Norfolk, 
and it was so ordered by vote of the Council. 

Dr. Fitz moved that the Committee on Procure- 
ment and Assignment be discharged. This motion 
was seconded by Dr. Charles F. Wilinsky, Suffolk. 

The Secretary, when addressed by the President 
in connection with this motion, said that inasmuch 
as the Massachusetts Committee on Procurement 
and Assignment was not a committee of the Society 
but a part of the War Manpower Commission, a 
federal agency, it was not subject to discharge by 
the Council. 

Dr. Lee said that he took great pleasure in revers- 
ing a previous opinion expressed by him on this sub- 
ject and ruled that this committee might be dis- 
charged, so far as the Society was concerned. 
It was so ordered by vote of the Council. (Dr. Fitz 
was applauded as he left the platform.) 


Committee on Legislation — Dr. Brainard F. Conley, 
Middlesex South, chairman. 
The report, which is as follows, was presented by 
the chairman: 
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The Wagner-Murray-Dingell Bills remain the same as 
stated in our last report. ‘his committee believes, how- 
ever, that each member of the Society should be on the 
alert at all times for reappearance of activity on the part 
of those interested in promoting compulsory health in- 
surance. 

Members of the committee have spoken before approxi- 
mately seventy medical, social and service organizations 
throughout the Commonwealth, educating the members 
of those organizations concerning just how the Wagner- 
Murray-Dingell Bills tend to endanger the American way 
of living. 

Perhaps the most generous and valuable piece of work 
done in the matter of acquainting the general public with 
this proposed national legislation was that done by the 
alumni of ‘Tufts College Medical School at their annual 
dinner in March. Invaluable services were rendered at 
that time through the instrumentality of a member of this 
committee, namely, Dr. William FE. Browne, who arranged 
for Dr. Morris Fishbein, editor of the Journal of the Ameri- 
can Medical Association, to address the meeting and also 
had the address ‘broadcast over a radio hookup. ‘This 
committee expresses its grateful appreciation both to the 
alumni of Tufts College Medical School and to Dr. Browne. 

On February 2, 1944, the following motion was passed 
by the Council: 

That the Committee on Legislation meet with the 
Committee on Publications to the end that methods of 
education in medical economics be contrived. 

On April 29, the chairmen of these committees met and 
discussed this motion and decided to have a meeting of 
both committees on the afternoon preceding this meeting 
of the Council. Both committees met at 3:30 this after- 
noon, and a round-table discussion was conducted. It 
was decided to limit the discussion to medicine in New 
England. 

It was stated and understood that the Committee on 
Publications, through Dr. Nye, had already invited con- 
tributions from all district secretaries and all chairmen of 
standing and special committees. It was voted that for 
six months the Committee on Legislation and the Com- 
mittee on Public Relations should be urged to contribute 
such matter as is pertinent for publication in the New 
England Journal of Medicine. This should cover the Blue 
Cross, the Blue Shield, cancer clinics, federal aid, loans 
for home-coming medical officers and similar subjects. 


Dr. Conley moved the acceptance of the report. 
This motion was seconded by Dr. John B. Hall, 
Norfolk, and it was so ordered by vote of the Council, 
amid applause. 


Committee on Public Relations —Dr. Albert A. 
Hornor, Suffolk, secretary. 


The report, which was offered by Dr. Hornor, 
is as follows: 


(1) There was a progress report from the Committee 
Appointed to Look into the Possibility of Better Publicity 
for the Massachusetts Medical Society. After considerable 
discussion by the Committee on Public Relations it was 
finally moved by Dr. Pelletier and duly passed that the former 
committee be encouraged to seek knowledge of needs for 
better publicity and ways of obtaining better publicity. 

2) The major part of the evening was devoted to a dis- 
cussion of the Emergency Maternal and Infant-—Care Pro- 
gram, as administered by the Division of Child Hygiene of 
the Massachusetts Department of Public Health under the 
direction of the Children’s Bureau of the United States 
Government. 

President Lee had invited Dr. Getting, commissioner of 
health of the Commonwealth of Massachusetts, to meet with 
the Committee on Public Relations and discuss this ques- 
tion. Dr. Getting arrived at 8:00 o’clock and was most help- 
ful in answering every question which was presented to him 
by members of the Committee on Public Relations. It was 
evident that Dr. Getting seeks the help of the Massachu- 
setts Medical Society in the administration and modification 
of the program as needed to afford the best possible care for 


July 27, 1944 


the families of soldiers and at the same time have it done 
the way that the members of the Massachusetts Medical 
Society think best. 

(3) Dr. Fallon’s report about the meeting between farm 
Organizations and representatives of the Massachusetts 
Medical Society, held under the auspices of the Farm Security 
Administration in Worcester City Hall on February 9, 1944, 
was read. There was good accord between the farm organiza- 
tions and the medical profession as represented at that meet- 
ing. What the farmers want is group hospital and medical- 
care coverage by the Massachusetts Medical Society, and 
as a result of the meeting and previous conversations between 
the farmers and the Blue Cross and Blue Shield, it seems very 
likely that it will be obtained in the near future. 

(4) A report of the Subcommittee on Tax-Supported 
Medical Care to the Committee on Public Relations was 
made as follows: 


(a) The Technical Advisory Committee of the Depart- 
ment of Public Welfare met with Dr. Mandelstam, medical 
adviser to the department. It was agreed, subject to the 
approval of the Massachusetts Commissioner of Public 
Welfare, that physicians and surgeons should be com- 
pensated for services rendered in unstaffed hospitals to 
persons eligible for state-supported medical care. It was 
also agreed, subject to the approval of the Massachusetts 
Commissioner of Public Welfare, that fees should be 
25 per cent below the Blue Shield schedule, and on medical 
cases $4 should be paid for the first visit in the hospital 
and $2 for subsequent visits. , 

(b) At the last meeting of the Committee on Public 
Relations the matter of dissatisfaction with the state 
Formulary was referred to the subcommittee. The Council 
had previously adopted a resolution approving the Formu- 
lary in principle and urging physicians treating state- 
supported cases to accept minor inconveniences as a public 
service in the interest of proper economy. The sub- 
committee has inquired into the workings of the Formulary 
and believes that the original action of the Council should 
be supported, that the inconveniences to the profession, 
the druggists and the patients have not been greater than 
could reasonably have been expected, and that the depart- 
ment has been entirely reasonable and flexible in making 
adjustments regarding complaints. The Formulary is 
now being revised so as to include corrections based on 
experience. 


This report was accepted by the Committee on Public 
Relations. 


Dr. Pelletier reported that in Franklin County the district 
society had decided to charge full rates for attendance on 
tax-supported patients. This action was approved by the 
members of the Committee on Public Relations without 
formal vote. 


Dr. Hornor, in presenting the report, called the 
Council’s attention to the fact that it was fully set 
forth in the sheets of advance information. He asked 
permission to submit it by title only. In this the 
Council acquiesced. 

He moved that the report be received. This mo- 
tion was seconded by Dr. Donald Munro, Suffolk, 
and it was so ordered by vote of the Council. Dr. 
Hornor said the report contained no recommen- 
dations. 


Dr. Richard Dutton, Middlesex East, was recog- 
nized by the chair. He spoke as follows in connection 
with Item 4 (b) of the report, which concerns the 
state Formulary: 


Because of expressed dissatisfactions, the Committee 
on Public Relations reviewed the recent vote of the Coun- 
cil regarding the resolution approving the so-called ‘‘State 
Formulary.” ‘This committee reaflirmed its previous 
position. The Formulary has been approved by the Com- 
mittee on Public Relations, by the Executive Committee, 
and by the Council itself. The Committee on Public 


Vol. 231 No. 4 


Relations now asks reapproval of its position. With such 
overwhelming endorsement, it seems almost hopeless to 
urge further consideration by the Council but, to some at 
least, it seems as if such approval would carry with it 
the voluntary surrender of one of the most cherished rights 
of the medical profession. 

he minor or major inconveniences of the Formulary to 
the medical profession, to the druggists and to the patients, 
as mentioned by the committee, are only trivial matters. 
Whether or not the department has been reasonable and 
flexible, as they claim, is immaterial, and revisions and 
corrections of the Formulary will not affect the funda- 
mental issue involved. 

This issue is whether or not the Council deliberately 
intends to approve in principle the right of the State 
Department of Public Welfare, or any other department, 
or even the right of the Massachusetts Medical Society 
itself, to dictate to the individual physician what he shall 
prescribe and in what quantities. 

Because a few physicians and druggists may have been 
unscrupulous is no reason for the Society to endorse 
totalitarian tactics. There are plenty of proper channels 
through which to check these abuses. 

If we are to continue to have old-age assistance, let’s 
keep it a self-respecting insurance, for which we are all 
contributing; and let’s rememher that such patients are 
just as much entitled to the newer drugs advertised in 
the New England Journal of Medicine and elsewhere as 
are their next-door neighbors, perhaps in slightly better 
circumstances. Such statements as, “Reimbursement by 
the State Department will be limited to these items” and 
‘“*Prices listed are maximal,” which occur in the Formulary, 
are foreign to American medicine and to American in- 
dependence. 

But above all, let’s not give away the right of the phy- 
sician to prescribe for his patient according to his own 
best judgment. 

I hope the Council will not approve the Formulary in 
principle. 


Dr. Dutton moved that Item 4 (b), so far as it 
relates to the Formulary, be not approved by the 
Council. This motion was seconded by Dr. Brainard 
F. Conley, Middlesex South. 

Dr. Bagnall said that he had a very profound 
respect and admiration for Dr. Dutton, but that he 
disagreed with him in his interpretation of the 
portent of this section. He pointed out that, at a 
previous meeting, the Council had approved the 
Formulary in principle. He added that Dr. Dutton’s 
dissatisfaction had been brought into the Committee 
on Public Relations and that the matter was referred 
to the Subcommittee on Tax-Supported Medical 
Care. He said that this subcommittee, of which 
he was chairman, decided to stand by its original 
recommendation and to ask the Council to reaffirm 
its endorsement of the idea. He added that it had 
the approval of the Committee on Public Relations 
and of the Executive Committee. 

Dr. Bagnall denied that there was in this item 
any invasion of the right of the physician to prescribe 
what he wanted to prescribe. He called attention 
to the fact that many hospitals indulge in the prac- 
tice of having a formulary and that this does not 
mean that, under all conditions, the physicians prac- 
ticing in those hospitals are obligated to follow it. 
He added that, by the same token, whenever the 
doctor wanted to prescribe a drug not contained in 
the Formulary and the use of the drug was reasonable 
and proper, the State Department of Public Welfare 
would interpose no objection. 
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Dr. Bagnail said that there was nothing fixed in 
the matter of the Formudary and that revisions will 
be made from time to time, depending on changes in 
price or demands by physicians. He added that this 
was emphasized in the October 27, 1943, issue of the 
Bulletin of the Massachusetts Pharmaccutical Asso- 
ciation, and he quoted from this bulletin as follows: 

The Department of Public Welfare has agreed that 
druggists should not be confined to these items mentioned 
in the Formulary, but may dispense all items called for 
by prescriptions issued by doctors. It is the purpose of 
the Department of Public Welfare to urge all doctors to 
conform, so far as may be possible, to those items in the 


Formulary. ‘This formulary will be amended with prices 
changed to meet market conditions. 


Dr. Bagnall said that the Massachusetts Depart- 
ment of Public Welfare had approved this bulletin 
before it went to press. Dr. Bagnall quoted from 
a letter received by him, as chairman of the commit- 
tee, from the Department of Public Welfare, as fol- 
lows: 


On January 3d I gave you in essence the contents of a 
letter which is in the process of being drawn up, indicating 
to local boards that the department will reimburse for 
the initial purchase of goods not on the Formulary, or 
priced in excess of the Formulary, and that we intend to 
supply the local boards with enough information so that 
repetition of excess price or purchase of goods not on the 

ormulary will not occur. In the exceptional instances 
we expect the doctors will give adequate reason for the 
necessity of exceptions, and they will be made. 


Dr. Conley asked for an annunciation of the 
principle involved. Dr. Bagnall said that we were 
being called on to approve the idea that the Depart- 
ment of Public Welfare was doing the proper thing in 
issuing a formulary for the guidance of those doctors 
who were practicing under its control or influence. 

Dr. Conley said that to his mind the question in- 
volved here was whether or not the Council should 
approve of the Department of Public Welfare telling 
the doctor what he should or should not write for. 
He expressed the opinion that the Council should 
not so approve. 

Dr. Bagnall, in denying that any such question 
was involved, said that the Department of Public 
Welfare had “not restricted the right of any physi- 
cian to prescribe anything which you and I would 
think was all right for him to prescribe, regardless 
of whether or not it is on the Formulary.” Dr. 
Schadt asked Dr. Bagnall why, under such circum- 
stances, there was a need for a formulary. Dr. Bag- 
nall reiterated the thought that the Formulary was 
a guide. 

Dr. William A. R. Chapin, Hampden, said that 
the Department of Public Welfare can, and prob- 
ably will, do this thing regardless of the action of the 
Council. He added that he was going to vote for 
the motion because he was a member of the Massa- 
chusetts Medical Society and was not particularly 
interested in the saving of money by the State De- 
partment of Public Welfare at the cost of the doc- 
tor’s privilege and right to recommend to a patient 
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the use of any drug which he, the doctor, thought 
necessary and that he did not believe that it should 
be necessary for the doctor to seek the permission 
of the Department of Public Welfare before so doing. 

The motion was lost on a vote by the Council. 
Committee to Meet With the Medical Advisory 

Committee of the Industrial Accident 
Board — Dr. Daniel J. Ellison, Middlesex 
North, chairman. 

This report (Appendix No. 5) was offered by Dr. 
Ellison. 

He made many explanatory additions to the 
report. He emphasized the fact that henceforth the 
surgeon on duty in hospitals will be paid for all 
emergency work done by him on industrial accident 
cases and that an emergency as used in this connec- 
tion does not necessarily end with the first treatment 
but may extend over many days. He spoke of the ac- 
ceptance by the chairman of the Industrial Accident 
Board of the theory that the costs of the medical 
care of those injured in industry should be assessed 
to industry and not to the medical profession. 

He spoke of circumstances under which injured 
workmen who are policyholders in the Blue Cross 
may acquire better accommodations than those 
allowed by the Industrial Accident Board. Such a 
policyholder of a semiprivate-room contract with the 
Blue Cross may, on his own election, occupy such 
semiprivate quarters and the Blue Cross will pay the 
difference between the sum allowed by the Industrial 
Accident Board and that charged by the hospital 
for this type of accommodation, when such a 
difference exists. 

If the attending doctor, however, decides that the 
exigencies of a particular case require hospital 
accommodations of a type that cost more than that 
allowed ordinarily by the Industrial Accident Board, 
the Blue Cross will not piece out the difference in 
such costs. The Industrial Accident Board will 
consider every such case individually and decide 
in each whether or not the additional costs are 
warranted. 

Dr. Ellison said that freedom of choice of physician 
is provided for by the law and that, in cases in which 
the patient knows no doctor, that principle may be 
maintained by supplying him with a list of the mem- 
bers of both the regular and courtesy staffs of the 
hospital in which he finds himself and another list 
selected by the insurance company from among the 
members of the regular hospital staff. 

Dr. Ellison said that it had been agreed that the 
transfer of a patient from one hospital to another 
would in no way prejudice his rights. 

Dr. Ellison moved the acceptance of the report. 
This motion was seconded by Dr. Munro, and it was 
so ordered by vote of the Council. (Dr. Ellison left 
the rostrum amid applause.) 

Subcommittee on Postpayment Medical Care (Bank 
Plan) — Dr. Elmer S. Bagnall, Essex North, 
chairman. 
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Dr. Bagnall reported as follows: 


I crave your leave to give you an informal report of 
progress, because we had a meeting only this afternoon 
with Mr. McCarthy, of the National Shawmut Bank, who 
has sponsored this plan in Massachusetts for the Massachu- 
setts Bankers Association. 

Mr. McCarthy has been to New York to consult with 
the American Baakers Association, which has become 
very much interested in this plan — so much so, in fact, 
that it is going to spend several thousand dollars in work- 
ing this thing out in Massachusetts as a guinea-pig state. 

They have some material, which Dr. Ellison and 1 
looked over this afternoon, with which both of us were 
very much impressed. They want our endorsement of 
all of it before it goes through, but I will not take your 
time to rehearse again the steps that have gone before 
in this bank plan. 

I should like to say also that the American Bankers 
Association and the Massachusetts Bankers Association 
would like to include the hospitals in this plan, and they 
are going to contact the Massachusetts Hospital Associa- 
tion, so that there can be a reasonably effectual plan for 
postpayment medical care, supplementing prepayment 
medical and hespital care. The dentists will likewise be 
consulted. This will take care of those people who have 
not been foresighted enough to provide for their medical 
and hospital care in advance. 


Dr. Bagnall moved the acceptance of this report 
as one of progress. This motion was seconded by 
Dr. Hornor, and it was so ordered by vote of the 
Council. 


Committee on Prepayment Medical-Care Costs In- 
surance — Dr. James C. McCann, Worcester, 
chairman. 


No report. 


Dr. Hornor moved the acceptance of the report 
of the Committee on Public Relations as a whole. 
This motion was seconded by Dr. Walter G. Phippen, 
Essex South, and it was so ordered by vote of the 
Council. 


Committee on Cancer — Dr. Ernest L. Hunt, Worces- 
ter, chairman. 


Dr. Hunt offered the report (Appendix No. 6) 
by title. In calling the attention of the Council to 
the fact that the advance sheets contained the report 
in its entirety, he spoke as follows: 


The chairman of this committee would like to express 
his appreciation for the action of the Council at the last 
meeting on the question of fees in these clinics. He believes 
that the action of the Council was a great help in enabling 
the committee to get together with the State Depart- 
ment of Public Health and bring about a change in the 
rules and regulations, which has eliminated the cause of 
the complaint that was registered at the last meeting. 

The report of the committee is found on page 8 of the 
preprint, and should be modified to this extent, that the 
one member who was absent from the committee at the 
time the report was adopted, has signified, in writing, his 
approval of the report, which makes it unanimous. 

There is the formal report appearing on pages 8 and 9 
of the advance sheets, and there is included a copy of the 
rules and regulations as revised, and made official by action 
of the Public Health Council as of April 11, 1944. 

The essential point in the modification of the rules and 
regulations, which is a concession, | think, and a very 
happy one, is found on page 11 and is Plan C, which reads: 


This plan is somewhat similar to Plan A. All patients 
seeking consultation service are examined at the 
clinic and receive advice irrespective of their financial 
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status, but the Commonwealth is only billed for “such 

persons as may be in whole or in part unable to support 

or care for themselves” and no fee is collected from any 

individual. 

That is satisfactory to the committee, and the committee 
recommends that the report be accepted, and that the 
Council express its approval of the revised rules and 
regulations as here submitted. 


Dr. Charles C. Lund, Suffolk, moved acceptance 
of the report. This motion was seconded by Dr. 
Walter H. Pulsifer, Plymouth, and it was so ordered 
by vote of the committee. 

Dr. Lund moved the approval of the rules and regu- 
lations of the State Department of Public Health 
in the conduct of the state-aided cancer clinics, 
as revised by the Department on April 11, 19+. 
This motion was seconded by Dr. Hornor, and it 
was so ordered by vote of the Council. 


War Participation Committee— Dr. William B. 
Breed, Suffolk, chairman. 


This report, which was presented by the co-chair- 
man, Dr. Ralph R. Stratton, is as follows: 


The work of the committee has been admirably covered 
by Doctor Breed, the chairman, in his reports to the Coun- 
cil on October 6, 1943, and February 2, 1944. At the close 
of the last report Doctor Breed said: 

The War Participation Committee believes that 
definite steps should be taken throughout the Common- 
wealth to devise methods to meet possible emergency 
medical needs in the event of a serious epidemic and 
will proceed to instruct the district war participation 
committees along the lines that are finally decided on, 
be it through hospitals, through district headquarters 
or by means of a combined plan, flexible enough to fit 
the needs of differing local conditions. 

Subsequent to the February meeting the committee 
has taken steps to bring this about. A dinner meet- 
ing was held on March 1, to which the presidents of 
the eighteen district societies and the chairmen of the 
district war participation committees were invited. The 
attendance, although not 100 per cent, was very gratify- 
ing to the committee. 

After the opening remarks by the chairman anent the 
subject under discussion, a free discussion was indulged 
in by all the members present. A motion was passed that 
the chairman of the central committee write a letter to the 
chairmen of all district committees asking them to call 
this matter to the attention of their district societies at 
their annual meetings and to send reports to Doctor 
Breed by May 1. This instruction was carried out and a 
fair response was received from the district committees. 

A thorough study was made of the stenotype report of 
the dinner meeting and of the letters received. This study 
has resulted in the following conclusions: 

(1) That under ordinary conditions all portions of the 
Commonwealth are adequately protected by medical 
personnel. 

(2) That a mild epidemic could be covered by the exist- 
ing medical manpower without undue hardship either to 
the profession or to the public. 

(3) That in a severe epidemic, in spite of a shortage of 
medical manpower and of trained nurses and the lack 
of adequate hospital conditions, most of the material needs 
of the people could be met by an appeal to: 

(a) The American Red Cross, which, through its 

Disaster Committee, is in a position to give immediate 

aid with housing facilities, food, clothing and beds, and 

a satisfactory number of nurses’ aides; and to 

(b) The local defense boards which, by their setup, 

can augment the work of the Red Cross. 

(4) That in a critical shortage of medical manpower 
in any locality due to a severe epidemic, an appeal could 
be made successfully to the Medical Division of the Massa- 
chusetts Commission of Public Safety. 
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A cordial working agreement to this effect has been 
reached between the War Participation Committee of the 
Massachusetts Medical Society, the American Red Cross 
and the Massachusetts Committee of Public Safety. 


Dr. Stratton moved the acceptance of the report. 
This motion was seconded by Dr. Bearse, and it was 
so ordered by vote of the Council. 

Dr. Stratton moved that the report be publicized. 
This motion was seconded by Dr. Frank W. Snow, 
Essex North, and it was so ordered by vote of the 
Council. 


Rehabilitation Committee — Dr. William I. Browne, 
Suffolk, chairman. 


This report, which was offered by Dr. Browne, is 
as follows: 

Your committee met once since the last meeting of the 
Council was held in February. 

At this meeting Dr. Wilinsky discussed some phases of 
the rehabilitation program in this state. Mr. Louis M 
Tracey, representing Mr. Herbert A. Dallas, supervisor 
of the Rehabilitation Section under the Commissioner of 
Education, outlined a contemplated program that will be 
based to a considerable extent on regulations governing 
the plans and program of vocational rehabilitation issued 


by the Federal Security Administrator during the last of 
the year 1943. 

Mr. Dallas indicated that, when plans are completed 
for operation of this program, the members of the Massachu- 
setts Medical Society can be of great assistance. Until 
we hear further from Mr. Dallas, under whose immediate 
supervision this program will be put into effect, no action 
by the committee seems necessary. 


Dr. Browne moved the acceptance of the report. 
This motion was seconded by Dr. Phippen, and it 
was so ordered by vote of the Council. 


Committee on Postwar Loan Fund — Dr. George L. 
Schadt, Hampden, chairman. 


Dr. Schadt read the report (Appendix No. 7) 
in its entirety. He moved the acceptance of the 
report. This motion was seconded by Dr. Peirce 
H. Leavitt, Plymouth. 

Dr. Ellison spoke of the young doctors who had 
gone into the armed service immediately on the com- 
pletion of their internship. Many of these young 
men, he added, were eligible for membership in the 
Massachusetts Medical Society. He asked if some 
arrangement could not be made whereby these 
young men might participate in the benefits of the 
plan. 

Dr. Schadt replied that such an arrangement 
might be worked out at future meetings of the 
committee. 

The motion was adopted by vote of the Council. 

Dr. Schadt moved the immediate adoption of the 
recommendations contained in the report and the 
placing of this plan in immediate operation. This 
motion was seconded by Dr. Leavitt. 

Dr. Munro was recognized by the chair and spoke 
as follows: 

It seems to me that there was considerable doubt in 
the Executive Committee of the Council whether or not 


there had been sufficient distribution of the data in this 
report among the various district societies. At the meet- 
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ing of the Executive Committee there were many repre- 
sentatives from various districts who thought that they 
themselves and their members were not sufficiently familiar 
with the implications of this report to accept the recom- 
mendations at this time, in other words, they believed 
that an opportunity should be given to spread the contents 
of this report among the individual members of the various 
district societies. 


Dr. Munro moved as an amendment that the 
recommendations of the Executive Committee with 
regard to this report be adopted. ‘This motion was 
seconded by Dr. Leroy E. Parkins, Suffolk. 

The Secretary, at the request of Dr. Lee, read 
these latter recommendations as follows: 

The Executive Committee recommends, with regard to 
the report of the Committee on Postwar Loan Fund, that 
this matter be laid on the table until the Council meeting 
in February, 1945, so as to afford time for its discussion 
by the district societies, and opportunity for the members 


of the Society as a whole to express themselves on it through 
a return postal-card survey. 


Dr. Leavitt thought that action should not be 
postponed, as recommended by the Executive 
Committee. He added that the doctors whom it 
was expected this fund might help were already 
returning and that the proposals had already been 
publicized in the Journal so that all those who would 
have to vote on this matter ought to be thoroughly 
conversant with the subject. 

Dr. Ellison asked how the provisions of the G. I. 
Bill of Rights might affect judgment in this matter. 

Dr. Hyman Morrison, Norfolk, said that the 
Norfolk District Medical Society recommended the 
adoption of the recommendations contained in the 
report of the Committee on Postwar Loan Fund. 

Dr. Hornor, while approving the recommendations 
contained in this report, expressed some apprehen- 
sion concerning the effect that their adoption might 
have on the nonprofit status of the Society. Dr. 
Schadt replied that this phase of the subject had 
been investigated by him and that the Commission 
of Banks had informed him that our status would 
not be affected by it. 

Dr. Guy L. Richardson, Essex North, spoke as 
follows: 

It is the path of least resistance to pass this thing with- 
out the amendment, but in most instances it means doub- 
ling the dues. I should like to have each member of the 
Society in each district given the opportunity to acquiesce 
to this thing, as I believe practically all of them will. 1 
do not believe that the delay until February will seriously 
inconvenience anyone. I am personally in favor of Dr. 
Munro’s amendment, and I am certainly in favor of Dr. 


Schadt’s committee’s report, but I should like to see it 
go that way. 


Dr. Chapin thought the Council should defeat 
the amendment and adopt Dr. Schadt’s motion. 
He asked if it were not true that the members could 
be assessed to the extent provided in the report but 
that they did not have to pay it. Dr. Schadt replied 
that any assessment levied by the Society is an obli- 
gation that must be met by the individual if his 
membership in the Society is to continue. 
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Dr. Bearse said that if the Council approved the 
amendment, it did not mean that it disapproved the 
recommendations contained in the report. All it 
meant was that certain additional steps should be 
taken to find out the viewpoint of the membership 
at large. He expressed approval of the amendment. 

Dr. Parkins spoke as follows: 


I wish to take up the line of reasoning of Dr. Bearse. 
I am in favor of helping anybody who needs help, anyone 
who has participated in this war, but I do not think that 
any of us can be accused of being unpatriotic or stingy by 
thinking this over. 

From the treasurer of the Society I learned that we have 
$165,000 lying idle in treasury at the present time. I have 
yet to have anybody answer what those funds are being 
held for. It seems to me reasonable that we pursue this 
thought, What are we proposing to appropriate funds for? 
We propose to help men. What for? To borrow money 
they will pay back. What for? To go into the treasury 
of the Massachusetts Medical Society — $150,000, on top 
of $165,000, or a total of over $300,000. What are we 
going to use that for? I should like to know what the 
answer is. 

I am very much in favor of postponing the final action 
until the February meeting, not with any idea of being 
stingy or unpatriotic. No one can accuse any of us of that 
because we are in favor of this amendment. 


Dr. Munro said that he personally favored the 
adoption of the recommendations contained in the 
report. He pointed out, however, that when this 
report was before the Executive Committee for 
review, it provoked a good deal of discussion as to 
whether or not the members at large would favor 
the recommendations. It was thought best to find 
out about that before proceeding. 

Dr. J. Harper Blaisdell, Middlesex East, asked 
how many cases now exist that need the type of help 
provided for in the recommendations contained in 
the report. Dr. Schadt replied that he did not know. 

Dr. Fitz spoke to the question asked by Dr. 
Ellison, which had not been answered and which 
concerned the young doctor now in service who 
is not a member of the Society. He asked if there 
was any way in which the young man might be 
included. Dr. Schadt replied that he would like to 
see this done and that he thought it could be 
worked out. 

Dr. Lee put the amendment. It was so ordered 
by vote (show of hands) of the Council. 

Dr. Leavitt moved that the Society appropriate 
$20,000 out of the $150,000 that had been talked 
about to be turned over to the committee for a 
working basis until February, provided that, if at 
that time the assessment went through, the money 
would be returned. Dr. Leavitt expressed some 
apprehension whether or not this motion was in 
order. The motion was not seconded. 


Military Postgraduate Committee — Dr. W. Richard 
Ohler, Norfolk, chairman. 


The report, which is as follows, was offered by 
Dr. Ohler: 


V 


Vol. 231 No. 4 


In the report presented to this body at the midwinter 
meeting, it was stated that the object of this program has 
been officially declared to be an effort to present the best 
medical knowledge on the respective subjects from the 
point of view of civilian medical practice. Attention was 
also directed in our previous report to the fact that this 
work represents a co-operative effort of the various New 
England state medical societies, the American Medical 
Association, the American College of Physicians and the 
American College of Surgeons, on the one hand, and the 
United States Army, Navy and Coast Guard, on the other. 

Since the meeting in February, the work of your com- 
mittee has progressed with an ever-increasing degree of 
co-operation on the part of all the organizations involved 
and with what we believe to be an increasing sense of 
appreciation from the various Army, Navy and Coast 
Guard installations served by this program. 

In February, it was reported that fifty-five exercises had 
been held in nineteen military installations scattered 
throughout New England. Since February, another instal- 
lation has been added to the group, and seventy-six exer- 
cises have been presented. This makes a total for the year 
of one hundred and thirty one exercises in twenty military 
installations. 

That this work has received the whole-hearted co- 
operation of the officers of the Army, the Navy and the 
Coast Guard is attested by recent letters, brief extracts 
from which I shall now read. 

Such a program cannot fail to have its effect in 
improving the professional standards everywhere, but 
I wish to emphasize the vital importance of this pro- 
gram at the smaller stations where the staff is limited. 
At these somewhat isolated stations, particularly, the 
stimulus provided by your meetings has been especially 
appreciated both locally and by this headquarters. 
J. J. Reedy, Col., M.C., U.S.A. 

I wish to take this occasion to express our apprecia- 
tion for the work involved in this effort on the part 
of your committee and on the part of the eminent lec- 
turers who have given of their time and substance. I 
think all will agree that it has been a great success and 
of special value to the small and isolated stations where 
medical contacts are difficult to obtain. R. H. Laning, 
Rear Admiral (MC), U.S.N. 

We all feel that it has been a distinct contribution 
to the war effort, and I speak for the medical officers 
when I say that we have all felt that we have benefited 
greatly from such conferences. It is my hope that these 
programs will continue so long as the war continues. 
Charles J. McDevitt, Senior Surgeon, U.S.P.H.S. 

The success of this work is due to the splendid co- 
operative effort of all concerned. It is my particular 
pleasure at this time to speak very highly of the unselfish 
attitude of all the instructors, many of whom have been 
forced to give up a good deal of time in order to reach 
some of the isolated stations. Without the enthusiastic 
response by this group of doctors, the work could not 
continue. 

Finally, it has been requested by the chiefs of all the 
military organizations involved that programs continue 
throughout the summer months. 


Dr. Ohler moved the acceptance of the report. 
This motion was seconded by Dr. Hall, and it was 
so ordered by vote of the Council. 


Medical Advisory Committee to Regional OPA — 
Dr. Joseph Garland, Suffolk, chairman. 


This report, which is as follows, was offered by 


Dr. Garland: 


The records of this committee, which now cover ten 
months’ work, indicate that 2382 applications for extra 
rations have been referred by the local boards to the 
Regional Office of the OPA. Of these 1658 have been 
granted in some part, and 727 have been denied. Members 
of the committee reviewed 963, or 41 per cent, of the cases. 
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During the year the district served was enlarged to in- 
clude the entire state, and was then merged with the 
Regional Office, covering all of New England. Since 
Rhode Island has been the only other state with a medical 
advisory committee, the services of your committee have 
been utilized to aid in solving the rationing problems of 
the remainder of New England, which for the past month 
have numbered 131. The other state societies have been 
requested to appoint similar committees, and it is ex- 
pected that this will be done at their annual meetings. 

The recommendations of the Subcommittee on Medical 
Food Requirements of the National Research Council, 
published in October, were adopted by the national Office 
of Price Administration in March, and have been used as 
a basis for the decisions of your committee. The policy 
of the national office, however, as recently expressed, is 
to let the administration of the medical programs revert 
to the regional offices. 

Frequent changes in point values have increased the 
task of trying to deal fairly with all applicants, and em- 
phasize the necessity for a flexible program. The recent 
change to zero point values for all except certain choice 
cuts of meat has added particularly to the perplexities of 
the problem, since those who now request extra meat 
rations are obviously seeking luxury rather than medical- 
necessity diets. Many fantastic requests continue to be 
made, and more are referred to the Regional Office than 
formerly, as the local boards have been more limited in 
their scope of action. 

e work of the committee has been greatly facilitated 
by the intelligent and efficient co-operation of Miss Eliza- 
beth Golden, rationing aide to the Regional Office. 


Dr. Garland moved the acceptance of the report. 
This motion was seconded by Dr. Maurice Fremont- 
Smith, Suffolk, and it was so ordered by vote of the 
Council. 

In connection with this report, Dr. Lee said that 
comment in Washington had it that the work of the 
Massachusetts Medical Advisory Committee to the 
Regional Office of the OPA was far and away the 
best in the country. 


Committee Appointed to Consult with Representatives 
of the New England State Medical Societies 
Regarding the Wagner-Murray—Dingell Bills 
— Dr. Walter G. Phippen, Essex South, 
chairman. 


Dr. Phippen said that the committee had no 
report to offer and, inasmuch as the work of the 
committee had been finished, he moved its discharge. 
This motion was seconded by Dr. Hall, and it was 
so ordered by vote of the Council. (Dr. Phippen 
was applauded as he left the platform.) 


Committee on Medical Information Bureau — Dr. 
Walter G. Phippen, Essex South, chairman. 


Dr. Phippen reported as follows: 


Your committee has considered the advisability of 
establishing a bureau of information at the Society’s head- 
quarters with considerable care. We have investigated 
and studied the bureaus that have been operating for many 
years in New York City and Philadelphia. Although the 
methods of operation of these bureaus differ in detail, 
their main object is the same, that is, to collect information 
from the various hospitals regarding operations, clinics, 
meetings and so forth, in one central place so that it may 
be readily available. Both these bureaus have been very 
successful and are evidently much appreciated by visiting 
physicians, as well as by local practitioners. 

We were convinced of the need here in Massachusetts 
of such a bureau but before recommending it to the Council 
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thought that it would be helpful to try and get an opinion 
from the members of the Society. You have all received 
the prospectus, and many of you have returned the cards. 
The results of the poll have been quite illuminating. Up 
to the time of writing this report 908 replies have been 
received. Of these, 849 (about 95 per cent) have approved 
and 46 have disapproved; there were 13 blanks. Such a 
spontaneous reply speaks for itself. Some members wrote 
accompanying letters favoring the idea in more detail. 
One interesting card came from a doctor in Vermont who 
said that, although he was not a member of the Massachu- 
setts Medical Society, he thought that such a bureau was 
very much needed and would be very helpful to visitors. 
Most of those who disapproved seemed to have a mistaken 
idea that it would benefit only those in the Metropolitan 
Area, whereas it is primarily for visitors from all over the 
Commonwealth, and to aid those returning from service 
with the armed forces to find easily the graduate instruction 
they will need. 
his bureau will supply information concerning the daily 

activities of the Boston hospitals and of other hospitals 
in the immediate vicinity of Boston. This information 
will deal with each hospital’s schedules of operations for 
the day, medical and surgical ward rounds, clinics, the 
location of such clinics and the names of those presiding 
over these various activities. From time to time the 
bureau will make available a bulletin that will list fixed 
medical meetings and conferences held in the Metropolitan 
Area. In brief, its ultimate aim will be to serve the pro- 
fession as a clearing house for all sorts of medical informa- 
tion. It is proposed to disseminate this information, ex- 
cept that contained in the bulletin, by telephone. With 
this end in mind, the headquarters will be kept open such 
hours as will meet with the needs of the busy practitioner. 

The committee makes the following recommendations: 

(1) That a Bureau of Information be established at the 

headquarters of the Massachusetts Medical Society, & 

Fenway, Boston. 

(2) That the committee authorized by the Council and 

appointed by the President to study the subject be 

authorized to supervise its installation. 

(3) That an appropriation not to exceed $2500 be made 

for this purpose. 


Dr. Phippen moved the acceptance of the report. 
This motion was seconded by Dr. Cheever, and it 
was so ordered by vote of the Council. 

Dr. Phippen moved the adoption of the recom- 
mendations contained in the report. This motion 
was seconded by Dr. Hall. 

Dr. Parkins asked what the $2500 would be used 
for. Dr. Phippen replied that it would be used for 
a separate telephone line, additional clerical service, 
stationery, postage and expenses incidental to get- 
ting out the bulletin. 

Dr. Leavitt asked if this was going to be an annual 
appropriation. Dr. Phippen replied that this amount 
was only for the first year and that the committee 
did not know what it would cost annually until 
it had been tried out. 

The recommendations were adopted by vote of 
the Council. (This action was greeted with applause. ) 


Committee to Meet with the Trustees of Middlesex 
University — Dr. Reginald Fitz, Suffolk, 
chairman. 


This report was offered by Dr. Fitz. Subsequent- 
ly, Dr. Fitz moved that the report of the committee, 
the discussion attending it and the vote of the 
Council concerning it be stricken from the record. 
This motion was seconded by Dr. Charles E. Mon- 
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gan, Middlesex South, and it was so ordered by vote 
of the Council. 


Committee on Postgraduate Instruction — Dr. Reg- 
inald Fitz, Suffolk, chairman. 


No report. 


Committee on Physical Therapy — Dr. Arthur L. 
Watkins, Middlesex South, chairman. 


No report. 


Committee to Consider Expert Testimony — Dr. 


Frank R. Ober, Suffolk, chairman. 
No report. 


Committee on Automobile Insurance Claims — Dr. 


Henry C. Marble, Suffolk, chairman. 
No report. 


Committee to Study the Practice of Medicine by 
Unregistered Persons— Dr. Richard Dut- 
ton, Middlesex East, chairman. 


No report. 


Committee to Meet with the Massachusetts Hospital 
Association — Dr. Walter G. Phippen, Essex 
South, chairman. 


No report. 


Committee on Maternal Welfare — Dr. Judson A. 
Smith, Suffolk, chairman. 


No report. 


Committee on Ways and Means to Conserve Physi- 
cians’ Energies — Dr. Elmer S. Bagnall, 
Essex North, chairman. 


This report, which was offered by Dr. Bagnall, 
is as follows: 
Inasmuch as the subsequent work initiated by this 
committee has been distributed between the Committee 
on Public Relations and the Committee on War Participa- 
tion, we recommend that this be considered the final 
report and that the committee be discharged by the 
Council. 


Dr. Bagnall moved the acceptance of the report 
and the discharge of the committee. This motion 
was seconded by Dr. Hall, and it was so ordered by 
vote of the Council. 


ELECTION OF OFFICERS 


Dr. Ralph R. Stratton, Middlesex East, chairman. 
of the Committee on Nominations, reported as 
follows: 


President: Dr. Elmer S$. Bagnall, Essex North 
Vice-president: Dr. Sumner H. Remick, Middlesex South 
President-elect: Dr. Reginald Fitz, Suffolk 

Secretary: Dr. Michael A. Tighe, Middlesex North 
Treasurer: Dr. Eliot Hubbard, Jr., Middlesex South 
Assistant treasurer: Dr. Norman A. Welch, Norfolk 
Orator: Dr. Frank H. Lahey, Suffolk 


The chair asked if there were any nominations 
from the floor. Dr. Ober moved that all nominations 
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be closed. This motion was seconded by Dr.Phippen, 
and it was so ordered by vote of the Council. 

Dr. Stratton moved that the Secretary cast one 
ballot for the list of nominations as read. This 
motion was seconded by Dr. Paul J. Jakmauh, 
Norfolk, and it was so ordered by vote of the Council. 
The Secretary announced that he had complied with 
this directive, and the President declared the officers 
elected. (Dr. Lee introduced each of the elected 
officers, except Dr. Lahey, who was not present, 
to the Council. They were greeted with applause.) 


APPOINTMENT OF COMMITTEES 


Dr. Elmer S. Bagnall, Essex North, president- 
elect, announced the committee nominations for 
1944-1945. (The list will be published with the 
proceedings of the Society in a subsequent issue 
of the Journal.) 

In making these appointments, Dr. Bagnall 
called to the attention of the chairmen of the various 
committees the provision in the by-laws that makes 
the president and president-elect members of all 
committees, and said that they should be notitied 
of all meetings. 

He added that there was a question whether or 
not some of these committees had finished their 
work. He pointed out that certain committees had 
not reported for a number of years and have no 
apparent activity. He said the by-laws require that 
each committee report in writing at least annually. 
He expressed the thought that the Society’s slate 
might be cleared a little if some of these inactive 
committees could be taken care of by the Executive 
Committee. 

Dr. Mongan, in arising for information, said that 
the President-Elect had appointed a committee 
to confer with the trustees of Middlesex Univer- 
sity Medical School and that it was his understand- 
ing that the Council would have no such committee. 

Dr. Lee pointed out that this committee had not 
been discharged. Dr. Mongan moved the discharge 
of the committee since there was no more work for 
it to do. This motion was seconded by Dr. Hornor, 
and it was so ordered by vote of the Council. Dr. 
Bagnall announced that he withdrew the nomina- 
tions to this committee. 

Dr. Bagnall moved the approval of the nomina- 
tions made by him. This motion was seconded by 
Dr. David D. Scannell, Norfolk, and it was so 
ordered by vote of the Council. 


RESOLUTIONS 


Dr. Lee read the following obituary of a deceased 
councilor: 


Dr. John J. Cochran, of Natick, died May 1, 1944. He 
was in his forty-eighth year. 

He received his degree from Harvard Medical School 
in 1923. He was a member of the courtesy staffs at the 
Newton and Framingham hospitals. He was an examiner 
for the local Selective Service board and a member of the 
American Legion and of the Harvard Club of Boston. 
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Dr. Cochran was also a member of the Council from the 
Middlesex South District. 


His widow, two sons and two brothers survive. 


The chair announced that, if there were no objec- 
tion, the obituary would be spread on the records 
of the Council. 

The chair called for resolutions on the death of 
Dr. Charles S. Butler, late treasurer of the Society. 
Dr. William H. Robey, chairman of the Resolutions 
Committee anent the death of Dr. Butler, said that 
these resolutions were to be read at the annual 
meeting of the Society, and that he would not, 
owing to the lateness of the hour, read them unless 
the President and Council so desired. The chair 
announced that, if there were no objection, the reso- 
lutions would be spread on the records of the Council 
without being read. 

The resolutions are as follows: 


Dr. Charles Shorey Butler was treasurer of the Massa- 
chusetts Medical Society from June, 1931, until the time 
of his death, which occurred on February 23, 1943. 

Dr. Butler was born in Boston on July 6, 1870, the son 
of Charles Shorey Butler and Elizabeth Nancy Cum- 
mings. He graduated from Harvard College in 1893 and 
from the Harvard Medical School in 1897. After an in- 
ternship at the Massachusetts General Hospital he entered 
private practice, served on the staff of one of the Boston 
hospitals and taught anatomy at Harvard. Quite early 
in his medical life he became interested in military medicine 
and served for seven years as assistant surgeon in the 
Massachusetts Volunteer Militia. At the time of his 
resignation he was a captain and assistant surgeon in the 
Sth Infantry Regiment. In e became a surgeon 
in the French Army, for which he was decorated by the 
French Government, having been made a chevalier of 
the Legion of Honor. On his return to this country he 
was commissioned captain in the Medical Reserve Corps 
of the United States Army and examined candidates for 
the Air Corps. 

After several years Dr. Butler retired from active prac- 
tice and teaching but continued to have a keen interest 
in the medical profession, in military medical work and 
particularly in strengthening preparedness among phy- 
sicians in civilian life. He also retained his interest in 
the Medical Reserve Corps, in which he held the rank of 
lieutenant colonel. 

Dr. Butler had an interest in finance and financial 
affairs; he liked to study the reports of corporations, and 
he became a trustee of several estates. As a result of his 
business interests he was selected for the office of treasurer 
of the Massachusetts Medical Society, and under his 
guidance the financial standing of the Society steadily 
improved. He bought and sold wisely, and his annual 
reports were received with applause. 

odest and self-effacing, his capabilities were some- 
times hidden, but to those who knew him and worked with 
him, his courage and conscientiousness were ever apparent. 
He strove constantly to maintain the high ideals of the 
Massachusetts Medical Society, and his wise counsel will 
be greatly missed and long remembered by his colleagues. 


New Business 


Dr. Jacob Fine, Suffolk, was recognized. He said 
he had been inadvertently detained in getting to 
the meeting. He asked if it would be appropriate 
to make a few remarks concerning the report of the 
Committee on Membership. Dr. Schadt moved 
that Dr. Fine be given the privilege of the floor. 
This motion was seconded by Dr. Hall, and it was 
so ordered by vote of the Council. 
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Dr. Fine read a statement (Appendix No. 8) 


to the Council. 


He moved the five-year exclusion provision 
adopted in 1942 as an amendment to the by-laws 
be submitted to the Council at its next meeting 
for further consideration, with a view to its revo- 
cation. This motion was seconded by Dr. Lund. 

The question of a quorum was raised; 53 coun- 


cilors were present. 


Dr. Lee announced a quorum 


present. The issue of a quorum again being rais- 
ed and a quorum not being present, Dr. Fine with- 


drew his motion. 


Following a motion by a councilor and a second 
by another councilor, the Council voted to adjourn 


at 11:15 p.m. 


A. Ticue, Secretary 


APPENDIX NO. 1 


ATTENDANCE OF COUNCILLORS 


BARNSTABLE 
W. D. Kinney 


BERKSHIRE 


1. S. F. Dodd 
. F. Kernan 


Solomon 


>, J. Sullivan 


Bristo. NortTH 


W. H. Allen 

J. H. Brewster 
R. M. Chambers 
W. J. Morse, Jr. 
J. L. Murphy 
W. M. Stobbs 


Bristot Soutu 
G. W. Blood 
KE. D. Gardner 
C. C. Tripp 
P. E. Truesdale 
Henry Wardle 


Essex Nortu 


E. S. Bagnall 
R. V. Baketel 
N. F. DeCesare 
E. H. Ganley 
H. R. Kurth 

P. J. Look 

R. J. Neil 

R. C. Norris 
G. L. Richardson 
F. W. Snow 

C. F. Warren 


Essex Soutu 


Loring Grimes 
P. Johnson 
. E. Parkhurst 
. Pettingill 
G. Phippen 
. D. Reynolds 
D. Stebbins 
Tivnan 


J. W. Trask 

F. Twomey 

C. A. Worthen 
FRANKLIN 

H. L. Craft 


H. M. Kemp 
W. J. Pelletier 


HAMPDEN 


W. ALR. Chapin 
E. C. Dubois 
G. L. Gabler 
Frederic Hagler 
G. D. Henderson 
F. S. Hopkins 
A. G. Rice 
G. L. Schadt 
J. A. Seaman 
G. L. Steele 


Mippiesex East 
J. H. Blaisdell 
R. M. Burgoyne 
Richard Dutton 
E. M. Halligan 
M. J. Quinn 
R. R. Stratton 


MippLeseEx NortTu 


H. R. Coburn 
W. M. Collins 
D. J. Ellison 

A. R. Gardner 
W. F. Ryan 
W. H. Sherman 
M. A. Tighe 


MippLeseEx SouTu 
C. F. Atwood 
E. W. Barron 
W. B. Bartlett 
J. M. Baty 
J. D. Bennett 
W. O. Blanchard 
G. F. H. Bowers 


Madelaine R. Brown 
R k 


H. W. Godfrey 
J. L. Golden 

A. D. Guthrie 
Fliot Hubbard, Jr. 
F. R. Jouett 

A. A. Levi 

A. N. Makechnie 
J. C. Merriam 
Dudley Merrill 
C. FE. Mongan 
G. M. Morrison 
J. P. Nelligan 
Dwight O’Hara 
Fabyan Packard 
L. G. Paul 

S. H. Remick 
Max Ritvo 

FE. H. Robbins 
M. J. Schlesinger 
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Fresenius Van Niys 
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P. B. Kelly 
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C. D. McCann 
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A. W. Allen 
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G. B. Fenwick Ve 
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Joseph Garland 
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APPENDIX NO. 2 


Report OF THE CoMMITTEE ON MEMBERSHIP (AND SUPER- 
VIsING CENSORS) 


The following motion, offered by Dr. Jacob Fine, was 
passed by vote of the Council on February 2, 1944: 


I move that the Committee on Membership be instructed 
to reinvestigate the merits of the five-year exclusion pro- 
vision of the recent amendment with a view to reducing 
the time after a license is granted before membership in 
the Society is permissible. 

This motion was preceded by a statement by Dr. Fine, 
which is hereby appended. 
The Council may be interested in certain data yee 3 the foreign 


goveciens licensed in Massachusetts. According to the American 
edical Directory and the files of the Boston Committee on Medical 


Faried 


1938 1939 1940 1941 1942 1943 


Figure 1. Results of Examinations by the Massachusetts 
Board of Registration in Medicine of Graduates of Foreign 
Medical Schools. 


Emigres, a total of 165 foreign phgsivions have been licensed to prac” 
tice in this state since 1934. The Committee on Medical Emigres has 
data in its files on all but 35 of the total number — that is, it knows 
the type of activity and the location of settlement of 130 of them. 
They are distributed as follows: hold institutional positions ex- 
clusively, 66 practice a specialty or are in general practice in large or 
medium-sized cities, and 23 practice in small towns. They are settled 
in all parts of the State. Of the total number, 72 are members of the 
Society and 92 have not been admitted. 

ith these facts in mind, the following questions present themselves: 

(1) Have any of the 72 foreign physicians who are members of the So- 
ciety and who became members before the amendment to the by- 
laws was adopted acted unethically? Have any of them acted so as to 
prejudice the interests of the Society, their fellow practitioners or the 
profession at large? 

(2) Of the 92 foreign physicians who are not members of the So- 
ciety, all but 5 have been licensed for two or more years. Twenty-four 
hold institutional positions; 68 are in various specialties and general 
practice. Of this group of 68, have any acted during these two or more 
years in such a way as to prejudice the interests of their fellow prac 
titioners or the profession at large 

e Committee on Medical Emigres has received complaints in three 
instances: in one case it could not get sufficient information; in a second, 
in which the physician was undesirably publicized in a newspaper 
shortly after his settlement, there was evidence that the physician 
was taken in by an overzealous young lady reporter apparently anxious 
to get material; and in the third case, now under investigation, the 
evidence is incomplete and conflicting, but the weight of evidence from 
the community itself is overwhelmingly in the physician’s favor. 

umors, vague accusations and generalizations regarding the de- 
merits of these foreign physicians have been numerous, but specific 
demonstrable incidents of unacceptable practices have been exceed- 
ingly scarce and not out of proportion to what we experience among 
native-born physicians. 

t the annual meeting in May, 1942, 44 per cent of those voting on 
the amendment to the by-law disapproved it. Th ommittee on 
Medical Education unanimously disapproved it. The machinery for ex- 
cluding undesirable physicians from the Society existed before the 
amendment was adopted. 

at experience did the Society or the profession have before or 
since the adoption of the amendment that justifies its continuance in 
its present form? The threat of inundation of the State by foreign 
physicians was never real, and today there is only a rare individual 
who might settle here, even if he were encouraged to do so. 

It therefore seems appropriate for the Council to consider whether 
or not the amendment to the by-law is unnecessarily restrictive in its 
five-year exclusion provision. 
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At the beginning, Dr. Fine states that “‘according to the 
American Medical Directory and the files of the Boston Com- 
mittee on Medical Emigres a total of 165 foreign physicians 
were licensed to practice in this state since 1934.” When an 
applicant passes the examination of the Massachusetts Board 
of Registration in Medicine, he automatically becomes 
registered and licensed in this state. Information from the 
Board shows that in a six-year period (1938 to 1943, inclusive), 
309 applicants who were graduates of foreign schools passed 
the examination of the Board, and 404 failed. This figure 
of 309 successful applicants between 1938 and 1943 is quite 
different from Dr. Fine’s figure of 165 licensed men since 
1934. This marked discrepancy of facts makes it difficult 
to evaluate the remainder of his statement. 

. For a true understanding of this problem, and par- 
ticularly to see if the present by-law incorporating the ftive- 
year waiting rule for applicants of foreign schools was a 
departure from long-established custom in the Massachusetts 
Medical Society, it seems wise to review the history of the 
Society in relation to this by-law. 

From studying the old by-laws it is apparent that the 
Society has attempted since its beginning to maintain high 
standards in the election of foreigners. It was in 1816 that 
the election of persons ‘“‘educated without the Common- 
wealth” first arose. Such physicians might be eligible for 
membership if they had studied three full years under the 
direction of some reputable physician or surgeon or — as 
was said in 1832 —if they had followed in their medical 
studies a course equivalent to that pursued by eligible 
candidates from Massachusetts. 

his general policy was maintained for many years; in 
1913, each candidate must have received a diploma from a 
medical school or college recognized by the Council and must 
also have passed the ordinary examinations, it being left 
entirely to the Committee on Medical Education and Medical 


1938 


1939 1940 1941 1942 

Figure 2. Results of Examinations by Censors of the Massa- 

chusetts Medical Society of Graduates of Foreign Medical 
Schools. 


Diplomas to determine what foreign schools could be accepted 
as offering an education equivalent to that of our recognized 
domestic schools. 

This procedure operated fairly well until an increasing 
number of foreign-trained physicians began to infiltrate 
Massachusetts. No one knew how good dn education such 
people had received. I am informed by the chairman of the 
Committee on Medical Education that an evaluation of 
medical education in foreign schools, particularly that gained 
on the Continent, is almost impossible. Further, it is well 
known, particularly in Germany and Italy, that medical 
students may attend four or even five universities during 
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their medical course, taking their degree from the last at- 
tended university. Apparently the practice of a student 
transferring himself from different universities in order to 
study a particular science under a well-known leader in that 
field is not only generally practiced but also encouraged. 
Thus in 1939 the by-laws were rewritten to require that a 
graduate from a foreign medical school, to be eligible for 
membership, must have practiced for a minimum of five 
years and be recommended by a number of his colleagues 
who were fellows. 

The expression “‘must have practiced for a minimum of 
five years” was evidently purposely loose: it might mean 
practice anywhere — indeed including internship as prac- 
tice — or might be interpreted to mean a minimum of 
five actual years of practice within the confines of Massachu- 
setts. This was done so that the Committee on Medical 
Education and Medical Diplomas might interpret the five- 
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Appliconts from Unapproved Schools 


Fellows admitted from Unapproved Schools 3 


Applicants from Foreign Schools—————» | 7 
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III. There can be no question that there will be an occa- 
sional foreign-educated physician on whom the five-year rule 
will work a hardship. The committee believes these cases are 
rare. Outstanding physicians can be recommended by fellows 
of the Society for consideration for associate membership and 
thus become fellows of the Society in an honorary capacity 
without right to hold office or vote. Some physicians who are 

merican citizens have been educated in foreign medical 
schools. In a great many instances, if not in a large percentage 
of this group, inability to become a fellow of the Massachusetts 
Medical Society has not in the slightest hampered these 
physicians from holding hospital appointments and carry- 
ing On an active practice in this state following licensure. 
It is well known that a great many of the best hospitals in 
this state admit substandard and foreign medical-school 
graduates to their courtesy staffs and allow them to treat 
their patients there, often without supervision of other 


Ficure 3. 


Applicants for and Admissions to Membership in the Massachusetts Medical Society 


Classified according to School of Graduation. 


year wording as seemed best, admitting easily certain foreign 
trained physicians of assured reputability but holding back 
less well-known emigres from schools about which little was 
available. 

Finally revised and accepted in May, 1942, the by-laws 
were clarified. It was voted that the diploma from a graduate 
of a foreign medical school be not approved unless he had 
possessed for at least five years a license to practice medicine 
in the United States or its territories. 

It is, therefore, clear that there has been no departure 
of principle of the Society in the present by-law but only one 
of clarification of it, and that a considerable waiting period 
has been deemed advisable by this society before allowing 
applicants who are graduates of foreign medical schools to 
become fellows. 


Il. According to information from the Massachusetts 
Board of Registration in Medicine, beginning with 1939, all 
foreign-educated physicians must become citizens of the 
United States or have their registrations in this state re- 
voked at the end of five years. It seems to the Committee 
on Membership that citizenship in the United States should 
be mandatory for fellowship in the Massachusetts Medical 
Society. It therefore seems clear that from this point of fact 
the five-year rule is necessary as it now stands. 


physicians; and even with supervision, the testing period is 
short. On this point, therefore, membership in the Massa- 
chusetts Medical Society is not tantamount to foreign- 
educated physicians to allow them full scope in the practice 
of medicine in this state. 


IV. Investigation of the medical caliber of graduates of 
foreign medical schools seemed advisable to the committee. 
In Figure 1 are shown the number of such applicants in each 
year from 1938 to 1943 who passed and failed the examina- 
tions by the Massachusetts Board of Registration in Med- 
icine. ‘The total figures are 309 passed and 403 failed. The 
interest in this chart is that the greatest number of passed 
and registered applicants was in 1940, when 120 men were 
licensed. This group will be eligible under the present by- 
laws to become fellows of the Society within about a year, 
or in approximately the same length of time necessary to 
alter or change the present by-law. Since 1940 it is obvious 
that there has been a steady decline in the number of foreign 
graduates passing the state-board examinations and there- 
fore this rule should not be a great hardship. : 

It was also of interest to the committee to chart the ex- 
perience of the Massachusetts Medical Society with the 
graduates of foreign medical schools, taking as the index 
the censors’ examinations for membership between 1938 
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and 1943 (Fig. 2). Again, im the last two years the number 
of applicants has steadily fallen. In both Figures 1 and 2 
it is to be noted that the ratio between passed and failed in 
this class of applicants does not indicate a particularly high 
level of medical education. This is further borne out by 
Figure 3, which charts this same ratio between number of 
applicants and number of applicants passed for fellowship 
in the Massachusetts Medical Society in our three classi- 
fications. At the top is charted the curve between 1938 and 
1943, inclusive, of graduates of approved United States 
schools. This graph indicates a high level of medical educa- 
tional standards. The two lower pairs of curves represent, 
first, applicants of unapproved domestic schools and, second, 
applicants of foreign schools. Again, the ratio in these two 
graphs between number of applicants and number passing 
the censors’ examinations of the Massachusetts Medical 
Society shows quite a wide spread, unlike that of the approved 
schools, and a picture quite similar to each other. These 
raphs of the unapproved domestic schools and graduates of 
oreign schools do not indicate a high level of medical edu- 
cational standards. 
* ok 

To summarize, the Committee on Membership, through 
study of the history of the by-laws of the Massachusetts 
Medical Society, finds no departure of principle of the 
Society in the present by-law, but only a clarification of it. 
It believes that a fellow of the Massachusetts Medical Society 
should be a citizen of the United States and a five-year period 
is necessary in the case of foreign-born physicians to gain 
such citizenship. Failing to become a citizen of the United 
States after licensure by this state means a mandatory 
revocation of license. The committee finds that foreign medical- 
school graduates as well as unapproved domestic-school 
graduates are allowed to practice medicine by the large per- 
centage of hospitals, such privilege being a decision of the 
individual hospital trustees. Membership in the Massachu- 
setts Medical Society is neither mandatory nor necessary for 
such hospital-practicing privilege. The committee also finds 
through study of the number of applicants of foreign medical- 
school graduates and graduates of unapproved domestic 
schools able to pass the examinations of the Massachusetts 
Board of Registration in Medicine and the censors’ examina- 
tions of the Massachusetts Medical Society between 1938 
and 1943, inclusive, that these substandard applicants show 
a markedly lower level of medical education than that of 
approved medical-school candidates for both of these ex- 
aminations. 

It is, therefore, the unanimous vote and recommendation 
of the Committee on Membership that the present by-law 
of the Massachusetts Medical Society, Chapter V, Section 
2(b), remain unchanged. 

Committee on Membership 
F. Newton, Chairman 
Joun E. Fisu 

Peirce H. Leavitt 

SumMNER H. Remick 

SAMUEL N. VoseE 
SupervisingCensors 
H. ALLEN 

H. Quimay GALLUPE 

AvBerT E. PARKHURST 


APPENDIX NO. 3 
REporT OF THE COMMITTEE ON INDUSTRIAL HEALTH 


The Committee on Industrial Health has continued to 
work in close co-operation with the State Department of 
Public Health and with the Division of Occupational Hygiene 
of the State Department of Labor and Industries. In addi- 
tion, your committee has been in contact with the Massachu- 
setts Committee on Public Safety, the Massachusetts Safety 
Council, the Associated Industries of Massachusetts, the 
New England Conference of Industrial Physicians, the 
American College of Surgeons, the State Procurement and 
Assignment Service, and the Council on Industrial Health 
of the American Medical Association. Two members of the 
committee attended the annual meeting of the Council on 
Industrial Health of the American Medical Association, held 
in Chicago on February 14, 15 and 16. 

he committee has kept up to date its register of physicians 
who might be interested in practicing industrial medicine. 
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The supply of physicians available for industrial medical 
service in Massachusetts continues in excess of the demand, 
however, and we have not succeeded in making more than 
a dozen placements during the year and a half that the regis- 
ter has been in operation. Of the original three hundred odd 
who registered with us, more than a third have requested, 
for various reasons, that their names be removed from the 
list. A few names have been added, but on the whole our 
experience has demonstrated that industrial health in Massa- 
chusetts does not lag for lack of medical placement. It is 
good to know that in these days of social shortages, some of 
which are being hung at the door of organized medicine. 

Last fall the committee prepared a third industrial-health 
program, to be presented in Springfield. It was to have been 
similar to those previously held in Boston, but had to be 
canceled because a suitable meeting place could not be secured 
and also because the committee could not get evidence of 
sufficient local interest to support it. 

During the winter the attention of the committee was 
directed to federal legislation calling for appropriations to 
state departments of labor for industrial health. We unan- 
imously voted our emphatic disapproval of such appropria- 
tions, on the ground that matters of health should be ad- 
ministered by health departments, and that there should 
not be initiated in labor departments a duplication of work 
already well developed in most states by their health de- 
partments. Your committee considered that this was an 
important legislative matter, and was pleased to learn that 
the chairman of the Committee on Legislation was in hearty 
agreement with this opinion. With his knowledge, we com- 
municated our views to the representatives from the Com- 
monwealth of Massachusetts in Washington. 

In its report on October 7, 1942, this committee stated that 
it was “most perplexed to know howto reach . . . those who 
are employed ... in the small plants that are now rush- 
ing war production.” The fact that three quarters of the 
workers are so employed gave this problem great urgency. 
It has been obviously impossible for the small plant to estab- 
lish a real medical department, and it has been difficult for 
many of them to feel justified in employing full-time nurses; 
yet over the country as a whole the small plants were and 
still are providing the largest part of the industrial hazard 
to which our workers are exposed. A promising approach 
to this problem in Massachusetts has now been made by 
the activities of those who variously call themselves district 
nurses, visiting nurses or community-health nurses. Several 
of these groups in Massachusetts have already developed 
sufficient insight into industrial needs to offer a special part- 
time service to the small plants in their areas. These special- 
ized services are now well beyond the experimental stage. 
They have been called to the attention of the industrialists,* 
and have so interested the Council on Industrial Health 
of the American Medical Association that it has signified 
its intention to visit the places where such services are in 
operation. In a paper read before the war session of the 
American College of Surgeons in Springfield on March 20, 
the plan was presented from the practitioner’s point of view, 
and it was urged that physicians assume leadership in its 
future development; this paper is scheduled for publication 
in the June 8 issue of the Journal. 

Throughout the Nation, both capital and labor have 
largely abated their traditional strife over hours and wages. 

ut the striving continues and is frequently expressed in 
attempts to secure better working and living conditions, 
in the establishment of health services and benefits for em- 
ployees, and in many things concerning which sound medical 
advice is pertinent and should be available. There has been 
created, in this period of unprecedented industrial activity, 
a somewhat artificial interest, which is above and beyond 
normal and valid interest in the promotion of industrial 
health. We should take advantage of this; the iron is hot, 
and now is the time to shape it. Industrial health can now 
be guided and established in plants where it was never 
thought of before and where, in the years to come, it may be 
difficult for it to gain another foothold. 

The writer of this report regrets that time has not per- 
mitted him to submit it to his committee members. It con- 
tains no recommendations, and is respectfully presented as 
a report of continuing progress. 


Dwicut O'Hara, Chairman 


*Wheeler, R. F. Waltham’s employee health plan for smaller industries. 
Industry. Vol. IX. No. 7. April, 1944 P. 37. 
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Report oF THE MAssacuusetts CoMMITTEE ON PROCURE- 
MENT AND ASSIGNMENT 


At this meeting of the Council, your committee hoped to 
be able to close its accounts for the year with a certitied 
statement of its labors. Unfortunately our books do not 
balance to the last penny, thus the best that we can offer is a 
description, which admittedly includes certain inaccuracies, 
of the present state of medical manpower in Massachusetts. 

In 1942, the American Medical Directory listed 8085 
names of doctors residing in Massachusetts. Among those 
included were practitioners known to be retired and also a 
number of interns and residents. During 1943 and until 
now in 1944, the Board of Registration in Medicine has 
licensed 457 new physicians. Theoretically, therefore, we 
should be called on to account for a total of 8542. Actually, 
biographical data have been assembled on 8922 doctors 
who have been in our midst at some time during the past 
two years. These names do not include men known to be 
deceased or retired but comprise physicians believed to 
have been active here either with temporary registrations 
or in some more permanent capacity. We always have a 
large floating medical population because of our reputation 
as a teaching center, and this probably accounts for the 
numbers of doctors with whom we have dealt. How many 
at any one moment were actually at work is not known. 

In the group as a whole are 2900 commissioned officers. The 
studies of the War Participation Committee, as well as our 
own observations, justify the belief that Massachusetts so 
far has faced no significant medical shortage and indeed is 
unlikely to meet such misadventure in the future. Yet the 
withdrawal of approximately one third of our normal medical 
strength has brought to light certain aspects of the Procure- 
ment and Assignment Service that seem worthy of comment. 

The usual age grouping used by the Procurement and 
Assignment Service divides doctors into four classes: those 
thirty-eight years old or under — young enough to be amen- 
able to Selective Service persuasiveness; those thirty-nine 
to forty-four years old — of military interest but beyond the 
reach of Selective Service; those forty-five to sixty-four — 
of comparatively little military interest but of great use to 
civilian needs; and those sixty-five years old or over. 

Of our 2900 officers, approximately two thirds are in the 
first group. They were easily procured because, if not in 
military service as medical students, they were reported to 
Selective Service when they did not apply for commissions 
shortly after they were declared available. The possi- 
bility of 1-4 classification proved a powerful vis a tergo. 
Therefore, practically all young Massachusetts doctors are 
now accounted for. Besides those in service are 422 refused 
commissions by the Surgeons General, 243 declared essential, 
75 women, 48 men honorably discharged from active service 
and 48 foreigners. All medical students in standard schools 
who are physically eligible for military service arein uniform. 
Only a few cases still remain to be classified. 

The doctors more than thirty-eight years old who are in 
the Army, Navy and Public Health Service are the ones of 
whom the Society should feel most proud. They are the true 
- medical volunteers of this war, men who soon learned that 
Selective Service would put no real pressure on them and who 
offered their services to their country, often at great personal 
loss, and solely from a deep sense of patriotism. The Society 
may well take pride in the fact that all but forty of these 
officers are of its membership. 

The business of relocating physicians continues to be a 
baffling affair. So far as Massachusetts is concerned but few 
physicians have been relocated in regions short of medical 
talent. Your committee has received the impression that 
many older doctors have preferred, as their war contribu- 
tion, to work harder than they should rather than to encourage 
newcomers. They have hoped thereby to hold open positions 
in their communities for the benefit of local younger men 
when they return from their military duties. This viewpoint 
is easily understood and a friendly one. So far, such a policy 
seems not to have been injurious either to medical or to public 
health. On the other hand, should replacements be needed 
in any part of the Commonwealth at any time, there are 
many young licensed practitioners ineligible for military 
service who are ready to fill any gap if only they receive en- 
couragement to do so. 
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The 9-9-9 plan for interns and residents has now been in 
operation long enough so that it moves with less creakiness 
than it did when first instituted. Hospitals on the whole are 
less complaining than they were; young doctors educated by 
acceleration appear able to assume clinical responsibility 
with surprisingly good effect; residents developed under the 
plan may be not quite so capable or so well trained as they 
were, yet their judicious intermingling with staff members 
of greater experience has made intramural hospital arrange- 
ments reasonably satisfactory. On the whole the medical 
situation in Massachusetts seems to have clarified itself 
to a large extent and to have become better adjusted to war 
conditions. 

At the October meeting of the Council, the President com- 
mented on the tenuous thread by which the Massachusetts 
Procurement and Assignment Committee of the War Man- 
power Commission was related to the Society. Your com- 
mittee has been thoroughly conscious of this and is grateful 
to the Council for the privilege of the pleasant relation that 
has been maintained. Your committee also is grateful to local 
Procurement and Assignment committees, which have 
worked so industriously, to hospitals, to medical schools, to 
the Board of Registration in Medicine, to the office of the 
secretary of the Society and indeed to all who have helped 
to make its efforts possible. 

Henceforward, the work of the Procurement and Assign- 
ment Committee promises to be of much less magnitude than 
heretofore and to deal with minor detail rather than with 
broad interests. Problems connected with postwar planning, 
however, are already assuming increasingly large propor- 
tions and deserve most careful study. 

R. Fitz, Chairman 
H. 


. CLUTE 
E. L. KickHAM 
D. O’Hara 
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APPENDIX NO. 5 


Report OF THE CoMMITTEE TO MEET wITH THE MEDICAL 
Apvisory CoMMITTEE OF THE INDUSTRIAL ACCIDENT BoArp 


This report is a follow-up in a matter on which a preliminary 
report was made one year ago. 
his committee was appointed at the request of the In- 
dustrial Accident Board to recommend procedures whereby 
the medical care and surgical care of the injured workman 
might be improved. It was and still is the opinion of this 
committee that the surgical staffs of recognized hospitals, 
by and large, represent the men in any given community 
most able to cope with surgical conditions. 
Our first procedure was to attempt to make these men more 
willing to care for or handle industrial accident cases while 
they were on duty on ward service. To this end, through the 
co-operation of the chairman of the Industrial Accident 
Board, it has now been agreed by all the insurance com- 
panies handling this type of business that the man rendering 
emergency treatment to an injured workman shall be paid 
for such treatment. In defining first-aid treatment it may 
be said that emergency treatment ranges from simple first- 
aid to an extensive operation for the relief of a compound 
fracture. Reasonable charges submitted by any registered 
physician in this state will be honored. There shall be no 
change in the relation between the patient and the hospital- 
staff physician as it now exists in the various hospitals of 
the Commonwealth. The problem of the surgeon on duty 
caring for an injured employee in the ward without being 
paid except for the emergency treatment cannot be solved 
y any method except the passage of an amendment to the 
law by the General Court providing for the payment for such 
services or a reversal of the ruling previously made by the 
Supreme Court. It is the opinion of the committee that, 
whereas surgeons on ward service render equally as able care 
to both ward and private patients, it might be well to in- 
stitute proceedings that would change this rather unfortunate 
state of affairs. 
Payment will not be made for services rendered by interns 
or residents but for work actually done by surgeons recog- 
nized by a hospital, whether or not on duty. This we believe 
to be a step forward in the better care of the injured work- 
man. 
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It is also agreed that the injured employee, if conscious, 
shall be offered two lists of physicians, — one a list of staff 
doctors selected by the insurer and the other a complete list 
of the members of the hospital staff, including the courtesy 
staff, — with the understanding that the employee has a free 
choice of any doctor on either of these lists. On the other 
hand, should the injured employee choose as his physician 
a doctor connected with some hospital other than the one 
to which he has been taken he may be removed without 
prejudice to that hospital, where the physician of his choice 
may care for him, provided that the other hospital is capable 
of rendering adequate care. 

Your committee believes that it is impossible to prevent 
a certain number of these patients being taken to unaccepted 
hospitals and being cared for by men of limited ability, but 
that the solution of this part of the problem lies in an edu- 
cational program designed to teach people the difference 
between recognized and unrecognized hospitals. The problem 
is not so simple as it seems at this time owing to the absence 
of many of the best men in the service and to the fact that 
their places have been taken by men of considerably less 
maturity in judgment. 

There is one other arrangement that has recently been 
concluded that in some cases may obviate this difhiculty. 
Through an agreement with the Blue Cross, an injured em- 
ployee insured under the Blue Cross may be transferred from 
a ward to a semiprivate or private room and the difference 
in expense will be paid by the Blue Cross, making such an 
employee the private patient of the surgeon on duty or of 
the surgeon chosen by the employee. 

It is further thought that freedom of choice of physician 
by the injured employee should at no time be interfered with. 

It is the desire of the chairman of the State Industrial 
Accident Board that a committee of this type be continued. 


Gorpvon M. Morrison 
Davip D. SCANNELL 
Danie. J. Eviison, Chairman 


APPENDIX NO. 6 


ReEporRT OF THE COMMITTEE ON CANCER 


The Committee on Cancer is able to report substantial 
progress. 

Deeply conscious of its responsibility to the Society and 
to the victims of cancer dependent on the provisions for 
diagnosis and treatment maintained for their benefit by 
the Massachusetts Department of Public Health and en- 
couraged by the action of the Council in its meeting on 
February 2, 1944, your committee felt impelled to make 
further efforts looking to an accord with the Department 
of Public Health in regard to the conduct of its state-aided 
cancer clinics. 

This effort was initiated through the good offices of the 
president and president-elect of the Society and made pos- 
sible by the co-operative attitude on the part of the Depart- 
ment of Public Health, as represented by the director of the 
Division of Adult Hygiene, who accepted an invitation to 
sit in with the committee at a meeting held in Boston on 
March 24, 1944. 

In a report to the President-Elect, the director had pointed 
out that a plan for conducting the clinics which does not 
require the collection of fees from patients able to pay had 
been worked out for the Beverly Clinic and accepted by the 
Attorney General’s office. This he termed Plan C. 

This plan differs from the previous plan, which is now 
referred to as Plan A, in that it allows any citizen to con- 
sult the clinic without charge, but when the Commonwealth 
is billed for service only those medically indigent are in- 
cluded, since the Constitution does not allow the depart- 
ment to purchase services for other than ‘‘such persons as 
may be in whole or in part unable to support themselves.” 
This results in the clinic receiving less money from the Com- 
monwealth than it would otherwise but meets the objec- 
tion to the clinic fee of $10 raised by the Worcester and 
Beverly clinics, whereas it also sustains the Department of 
Public Health’s policy that no citizen who desires to receive 
expert advice through group diagnosis by those particularly 
interested in malignant disease at the clinic can be refused, 
since they are not held to be ordinary charity clinics but part 
of a great effort to control such diseases in the public interest. 
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The director reported that the fees collected from patients 
in the three months of operation of Plan A have averaged 
$2.34 per clinic per month. In the same period the average 
allotment to clinics from the State Treasury averaged $213 
per clinic per month. 

He also explained to the satisfaction of all members present 
that the sums realized from fees charged patients did not 
really revert to the State Treasury but were pooled by the 
department and reallotted to the clinics through increased 
unit values, for their unrestricted use in maintaining the 
clinics and furthering the purpose of the clinics and of the 
cancer-control program. 

‘he Director accepted the suggestion of the committee 
that the rules and regulations be revised (1) to clarify the 
paragraph relating to allocation of funds in the manner above 
explained and (2) to incorporate Plan C and offer it as op- 
tional to clinics not wishing to collect fees from persons able 
to pay but willing to conduct the clinics in all other respects 
in the manner prescribed by Plan A. 

our committee believes that with the above revisions the 
rules and regulations confer an added measure of local 
autonomy on the clinics and wil! therefore be more adaptable 
to local conditions while preserving the principle of group 
consultation service available to all cancer patients, as ad- 
vocated by the American College of Surgeons, approved by 
the Department of Public Health and in harmony with the 
Cancer Law of 1926, as amended in 1943. 

The Worcester Cancer Clinic Committee has agreed to 
accept the terms of Plan C as outlined above. 

This committee therefore declares its readiness to recom- 
mend that the rules and regulations when so revised and 
given official sanction by the Public Health Council be 
approved by the Council of the Society. 

Present were Drs. Balch, Simmons, Truesdale and Hunt. 

he vote was unanimous. 

Ernest L. Hunt, Chairman 


* * * 


The following are the revised regulations referred to in the 
report of the Committee on Cancer: 
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The Cancer Clinic Regulations approved January 15, 1935, are 
hereby rescinded and the following substituted: 


Foreworp To Cancer Cuiinic REGULATIONS 


Whenever possible, all patients shall be referred to the clinic by 
the family physician, who may supply the clinic with the information 
requested on the referral card, and who may furnish the clinic with 
information as to the patient’s ability to pay in whole or in part the 
regular clinic fee. 

10 eferred patients will be returned for further diagnosis or treat- 
ment to the family physician whenever the physician so requests. 


Cancer Cuinic ReGuLations 


The Massachusetts cancer clinics are of two types: state cancer 

clinics and state-aided cancer clinics. 
state cancer clinic is a medical unit furnishing consultation serv- 
ice, diagnosis and treatment for persons suffering from precancerous 
conditions, suspected cancer, or cancer, “under the exclusive con- 
trol, order and superintendence”’ of the State Department of Public 
Health. This type of clinic at present is held at Pondville and West- 
20 field and could be held elsewhere (Plan B). A clinic under this plan 
would be administered by the Department of Public Health. The 
staff would be chosen and salaried by the department. Suitable 
accommodations, preferably at a hospital, would be selected and 
ap for by the department. There would be no local autonomy. 
his method would be expensive and with the present budget only 

a few clinics could be maintained. 
A state-aided cancer clinic may be defined as a medical unit fur- 
nishing either consultation service alone, or consultation: service, 
diagnosis and treatment, for persons suffering from precancerous 
30 conditions, suspected cancer, or cancer: administered by an organized 

medical group through a committee, serving without compensation, 
and from whom the State purchases certain service for the care of 
“such persons who may be in whole or in part unable to support or 
care for themselves.” 

A committee composed of five or more physicians shall be ap- 
pointed annually either by the local medical society or by the staff 
of a hospital. This committee shall be known as the cancer-clinic 
committee. The local organized medical group, through its cancer 
clinic committee, may petition the State Department of Public Health 
to establish either a state cancer clinic (Plan B) or a state-aided cancer 
clinic (Plan A, C or D) a state cancer clinic is requested by 
the local group and approved by the department, the cancer-clinic 
committee acts as an advisory body. If a state-aided cancer clinic 
is requested by the local group and approved by the department the 
cancer-clinic committee acts as an administrative body. The follow- 
ag coves and regulations apply to the state-aided cancer clinics: 

he committee shall be responsible for all administrative matters 
pertaining to the clinic. These shall include the procurement of 
suitable quarters for the examination of the patients, preferably in 
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50 a hospital, and the appointment and responsibility for the medical 
ersonnel, nurses, follow-up workers and clerical help of the clinic. 
ollow-up of cancer patients until death, and precancerous patients 

until the precancer is removed, and the maintenance of a uniform 
record system are required. 

€ committee shall make arrangements with the hospital in 
which the clinic meets to furnish examination rooms, instruments, 
diagnostic x-rays and other essential equipment and supplies. 

At least three physicians should be present at each clinic session 
and shall preferably be a surgeon, a _tadiologist and a pathologist. 

60 If available, representatives of the various specialties shall be on call. 
A nurse is to be in attendance at all clinics. 

A clerical worker shall have charge of the clinic files and furnish 
such reports through the district health officer as may be requested. 
Uniform record forms will be supplied to the clinics 

ach clinic is to employ a “‘cancer clinic icliow-up worker.” This 

individual will attend to the ‘follow-up and related duties of the clinic. 

In some of the smaller clinics it may be well, for purposes of economy, 

to combine the duties of the follow-up worker and the clerical worker. 

The minimum qualifications for the follow-up worker shall consist 

70 of some previous exposure to medical and social problems, as well as 

some knowledge of the medical and social resources available in the 
community. 

When a problem arises which calls for advice from a medical social 
worker, unless the cancer-clinic follow-up worker is a trained medical 
social worker approved by the eae, a request for aid should 
be sent to the local district health officer. 

All new appointments of clinic "ouesonadl shall be subject to the 
approval of the department. The department reserves the right to 
approve on a temporary basis the appointment of personnel who do 

80 not meet the minimum qualifications, and to approve other changes 

in the clinic, during the war emergency. 

he local cancer clinic committee which petitions for a state-aided 
clinic ad bgp mig whether it desires to function under Plan A, Cc 
or e plans have been promulgated in order to give each in- 
dividual clinie the maximum amount of local autonomy consistent 
with the Constitution of Massachusetts, the Cancer Act of 1926, 
as amended _ the Act of 1943, and the policies of the Department 
of Public Health. 

lan The department will pay for services rendered by the 

90 clinic for “such persons as may be in whole or in part unable to sup- 

ort or care for themselves.”’ Each clinic shall determine which 
individuals are ‘tin whole or in part unable to support or care for 
themselves.”’ Clinics in hospitals which do not have a prescribed 
form for determining medical indigency and clinics in those hos- 
pitals whose method is not approved by the department shall adopt 
the department method. This consists of a personal interview with 
the individual by the admitting office. Due care in selection of the 
admitting officer is of utmost importance. All individuals coming 
to the clinic who do not fall into the class of “‘such persons as ma nay 

100 be in whole or in part unable to support or care for themselves” l 
reimburse the clinic for services. ‘The standard fee shall be $10, which 

will include all routine and subsequent follow-up service. This 

not include the services of the physicians of the clinic staff which pos 
gratuitous or certain hospital services, such as x- ray examinations, 
which must be paid by individuals in this class at established hos- 
pital rates. Individuals unable to pay $10 but able to pay some fraction 
of that amount may do so. 

Pian C. ‘This plan is somewhat similar to Plan A, All patients 
seeking consultation service are examined at the clinic and receive 

110 advice irrespective of their financial status but the Commonwealth 

is only billed for “‘such persons as may be in whole or in part unable 
to support or care for themselves” and no fee is collected from any 
individual. 

an D. Under this plan a clinic may be conducted with other 
arrangements for payments or for management, or both, provided 
the arrangement is constitutional, ene to the legislative man- 
date, contains local autonomy, is not contrary to public-health 
ractice, and conforms to the American Callens of Surgeons’ plan 

or making group diagnosis available to a 

129 In order to make the payments for all clinics differing in 

size and services rendered, the following procedure for payments 
has been adopte 


Each clinic shall submit monthly a list of services rendered the 
preceding month. Unit values have been determined for the or- 
dinary services sondered by a cancer clinic. ‘These are termed serv- 
ice units. The service units are totaled for each clinic by the de- 
partment and then converted into payment units. The pavment 
units of all clinics, with the exception of those which, because of 
balances due to donations of clubs, individuals, Community Chest, 
130 legacies and other sources, do not need current payments, are totaled. 

monev available for the clinics for a given month is divided by 
this figure to determine the monetary value of a payment unit. 
This figure multiplied by the number of payment units for a given 
clinic minus the money received from patients who pay all or part 
of the $10 fee furnishes the amount of clinic payment to be made 
by the Commonwealth. In this way the Commonwealth pavs for 
none of the services to individuals who can pav for themselves and 
only for a part of the services of ‘such persons who may be in whole 
or in part unable to support or care for rete alg as both physicians 
and hospitals contribute materially to all groups. 

After the department has determined the value of the payment 
unit, an invoice shall be sent to the clinic for signature. On both 
the monthly report and the invoice. the following certification under 
penalty of perjury shall be made: “The clinic is billing the Common- 
wealth only for the services rendered, to the best of our knowledge 
and belief, ‘to such persons who may be in whole or in part unable 
to care for themselves. 

Itemized accounting of clinic expenditures is required under Plan 
B, might be required under Plan D, but would not be required under 
150 Plans A and C in which the relation between the department and the 

clinic is that of purchaser and seller of services. ‘The department, 
however, suggests that if any clinic operating under Plan A or 
accumulates a balance due to donations of clubs, individuals, Com- 
munity Chest, legacies and other sources, such monies be expended 
in improving the clinic, furthering cancer education or some other 
form of Bd contro 
f major changes in the management of a clinic are contemplated. 
the mesewel of the Department of Public Health should be obtained 
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The Department of Public Health reserves the right to have its 
160 representative make regular inspections of the clinics and make sug- 
gestions for improved service. It may cease — service from 
a clinic which fails in its obligations to the 
en a clinic ceases to sell service to the C Commonwealth, either 
by a vote of the local group which originally. sponsored it, or by a 
vote of the Department of Public Health, it is the sesponstbility of 
the department to follow the cancer patients previously seen at the 
clinic, until death. Arrangements must be made either with other 
clinics, district health units, voluntary agencies or the advisory 
cancer-clinic committee, to see that this is done. 


170 Service Units 


TYPE OF SERVICE VALUE IN UNITS 
New 
Gastrointestinal series 
Other x-ra 


20 
Complene blood examination ............ 3 
Proctoscopic examination 1 
Social service: 
Office consultation ....... 2 
Telephone and correspondence seen as 1 
Transportation of patients + 


APPENDIX NO. 7 


Report oF THE COMMITTEE ON Postwar LOAN FuNnpD 


he Committee on Postwar Loan Fund approves in prin- 
ciple the desirability of raising funds from which loans can 
be made to members of the Massachusetts Medical Society 
who, having served in the Armed Forces, on discharge from 
active duty may be in need of immediate financial assistance. 
The committee recommends: 


That these funds shall be raised by an added annual 
assessment of $10 for the duration of the war unless other- 
wise modified by future action of the Council. This added 
annual assessment of $10 is to be levied on all members 
of the Society not having served in the armed forces during 
this war. 

That payment of the Postwar Loan Fund assessment 
by members of the Massachusetts Medical Society while 
in the armed forces be entirely optional. 

That payment of the Postwar Loan Fund assessment 
by members of the Massachusetts Medical Society follow- 
ing discharge from active duty also be entirely optional. 

That the amount of loan granted be left to the dis- 
cretion of the board or committee appointed by the 
President. 

That just enough interest be charged — not to exceed 
2 per cent —to cover carrying charges and remind the 
member obtaining a loan of his obligation. 

That no endorsers be required. 

That loans shall be limited to a period of twelve 
months subject to renewal at the discretion of the board 
or committee appointed. 

That only those who were members, in good standing, 
of the Massachusetts Medical Society on the date they 
ae 2 the armed forces shall be permitted to borrow from 
this fun 

That, to inform members of the Society in the armed 
forces of the availability of this fund, Drm be 
printed in the New England Journal of "Medicine. There 
shall also appear in a box on the cover of the Journal an 
announcement calling attention of the members to the 
article on the inside page. 

That form letters shall be sent to the members in the 
armed forces notifying them of the existence of this fund. 

That form letters shall be sent out to the other members 
of the Society with the annual bills for dues bringing to 
their attention the existence of this fund and its purpose. 

That the fund shall be administered from the head- 
quarters of the Massachusetts Medical Society. 

That the president of the Massachusetts Medical 
Society appoint a committee or board of five members, to 
include the treasurer and the secretary of the Society and 
the present chairman of the Committee on Postwar Loan 
Fund, to administer this fund. 

GeorceE LeEonarp Scuapt, Chairman 
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APPENDIX NO. 8 


STATEMENT OF Dr. JAcoB FINE 


| ask your indulgence in making the following statement 
relative to the report of the Committee on Membership. 
I shall refer to the issues discussed in this report in the order 
in which they are presented. 

The Committee on Membership states that, according to 
the Board of Registration in Medicine, 309 graduates of 
foreign medical schools were licensed in Massachusetts from 
1938 to 1943. In the 1942 edition of the American Medical 
Directory, the Boston Committee on Medical Kmigrés could 
not find more than 165 names of men in this class of licensed 
physicians who were in actual practice between the years 
1934 and 1942. The discrepancy between these figures may 
therefore be due to the fact that only 165 are in actual 
practice. The Boston Committee endeavored several times 
without success to obtain full data from the Board of Regis- 
tration. In any case it is not clear why this discrepancy 
should make it difficult for the Committee on Membership 
to evaluate the remainder of my statement, which deals 
primarily not with numbers but with the question whether 
or not the experience of the Society, before or since adoption 
of the five-year exclusion provision, justifies continuation 
of this provision. 

The Committee on Membership, in reviewing the history 
of admission of foreign physicians, states, ‘The general 
policy operated fairly well until an increasing number of 
these physicians began to infiltrate Massachusetts.” It 
further states, “No one knew how good an education such 
people had received.” | do not believe that the Committee 
on Membership means to question the performance of the 
Board of Registration in Medicine on this point, for the Board 
certainly knew in every instance what school or schools were 
attended and the number of hours of instruction received 
in each course. ‘he report of the Committee on Membership 
states that according to the chairman of the Committee on 
Medical Education, it is almost impossible to evaluate the 
medical education in foreign schools, particularly in Europe. 
This is to some extent true for those who graduated from 
Continental schools after 1933, but it is certainly not true 
for those schools before 1933, and the great majority of the 
medical emigrés graduated before that year. 

The report goes on to state, “The by-laws were rewritten 
in 1939 so as to require that a foreign physician, to be eligible 
for membership in the Society, must have practiced for a 
minimum of five years and be recommended by a number 
of his colleagues who were fellows.” I shall quote the next 
paragraph in the report in full: 


The expression ‘“‘must have practiced for a minimum of 
five years” was evidently purposely loose; it might mean 
practice anywhere — indeed including internship as prac- 
tice — or’ might be interpreted to mean a minimum of 
five actual years of practice within the contines of Massachu- 
setts. ‘his was done so that the Committee on Medical 
Education and Medical Diplomas might interpret the 
five-year wording as seemed best, admitting easily cer- 
tain foreign-trained physicians of assured reputability 
but holding back less well-known emigrés from schools 
about which little was available. 


But the very next sentence of the report continues without 
further explanation as follows, ‘Finally revised and accepted 
in May, 1942, the by-laws were clarified.” To wit, that the 
foreign physician shall not be approved for membership 
unless he had possessed for at least five years a license to 
practice medicine in the United States or its territories. 
This the Committee on Membership emphasizes is only a 
clarification, and not a departure in principle. | submit. 
with due respect to the committee, that this is not a clarifica- 
tion and thatrit is indeed a departure in principle, since no 
foreign physician, however competent or eminent, may 
now join the Society until five vears after he has peesived 
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a license to practice in the United States, whereas up to 
1942 he could and did j join the Society before five years fol- 
lowing licensure. It is pertinent at this point to ask whether 
the experience of the Society between 1939 and 1942, when 
the five-year exclusion provision was adopted, was such as 
to require this so-called ‘‘clarification.”” The 1939 amend- 
ment, as the report states, was written so as to allow the 
Committee on Medical Education and Diplomas latitude 
in judging the admissibility of candidates. What the latter 
committee had to do was clear enough. Is there any evi- 
dence that physicians of dubious qualifications were being 
certified for membership during the years 1939 to 1942? 
No such evidence has been offered. If it had been offered, 
it is not likely that the Committee on Medical Education 
would have stood its ground in unanimously opposing the 
five-year exclusion provision. 

In the second section of its report the committee notes that 
the Board of Registration in Medicine requires that the 
recipient of a license shall become a citizen five years after 
receipt of the license. The Committee on Membership, 
however, is of the opinion that, although the recipient of a 
license is allowed to practice medicine before he becomes a 
citizen, he should not be admitted to the Society until after 
he becomes a citizen. 

In the third section the Committee on Membership states 
that the five-year rule will work a hardship on certain foreign- 
educated physicians, but believes that this is a rare occurrence. 
Unfortunately this is not so rare an occurrence as the Com- 
mittee on Membership believes. How can the five-year rule 
work a hardship? Vhe Committee on Membership like the 
Boston Committee on Medical Emigrés, is evidently aware 
that in some towns and cities of this state, the foreign phy- 
sician is informed that he cannot bring his patients to a 
hospital because he is not a member of the Massachusetts 
Medical Society. He must therefore practice medicine for 
not less than five years before this restriction can be removed. 
It is not especially helpful to state that American citizens 
trained abroad have no difhculty in getting hospital appoint- 
ment, or that many of the best hospitals in this state allow 
courtesy staff privileges to foreign physicians. Although 
it is true that for such privileges membership in the Society 
is not necessary or mandatory, the fact that it is recommended 
—and noone will question the wisdom of this recommendation 
— constitutes a basis for exclusion, whenever hospital au- 
thorities choose to do so. 

In the fourth section the committee states that the five- 
year provision will not affect foreign physicians who were 
licensed in 1940 or before, because all of them will have be- 
come citizens by 1945, the earliest date possible for removal 
of the restriction. But I think we shall all agree that the 
Society is more concerned with whether or not restriction 
is correct in principle, than with what effect it may have for 
the moment on a particular group of physicians licensed in 
any given year. By-laws are not temporary provisions — 
they embody what are intended to be lasting principles of 
ethics, standards and procedure. 

The committee finally makes the observation that, because 
foreign physicians did not do substantially better on the 
Board examination than graduates of unapproved domestic 
schools, the medical-education standards of European schools 
are not on a high level and that consequently the five-year 
exclusion provision is justified. As already stated, the ma- 
jority of the foreign physicians graduated before 1933. Since 
the Committee on Membership presumably does not intend 
to suggest that Kuropean medical schools were generally 
substandard before 1933, the showing of these foreign phy- 
sicians in the examinations must be explained on a different 
and quite understandable basis, that is, age and language. 
We need only to consider whether an average graduate of 
an American Grade A school, around forty years of age, 
perhaps practicing in a special field at that, would do better 
in a licensing examination in a foreign language in a foreign 
country, a year or so after arriving there, following one or more 
years out of practice and burdened by a harrowing recent 
past and a host of immediate difhculties. 
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CASE 30301 
PRESENTATION OF CASE 


A sixty-three-year-old housewife entered the hos- 
pital because of tiredness, exhaustion and weakness. 

The patient was apparently well until eight years 
prior to entry, when she was told that she had high 
blood pressure. She had had frequency of urination 
and “trouble with her eyes” but otherwise remained 
asymptomatic until eight months before admission, 
when, following the death of her sister, she felt run 
down and exhausted. Her appetite became poor. 
About one week before entry she was seen by her 
physician, who found retinal exudate and hemor- 
rhages, with a slightly enlarged heart and a blood 
pressure of 220 systolic, 120 diastolic. Urinalysis 
revealed a specific gravity of 1.018 and a +-+ test for 
albumin with many pus cells and bacteria in the 
sediment. She was advised to take 1 gm. of sulfa- 
diazine daily, but because of anorexia, nausea, 
vomiting and diarrhea, she took only 0.5 gm. daily. 
She was unable to take anything by mouth. She 
developed slight fever on the day before entry. She 
had had no headaches, shortness of breath, edema, 
orthopnea, chest pain, palpitation or chills. 

Eight years before admission she had an ulcer 
on the right shin that healed very slowly. At that 
time she was found to have mild diabetes, which 
was controlled by regulation of diet. Urine tests 
performed by the patient three times daily had re- 
mained pale green. She had recently developed 
polydipsia. She had lost 15 pounds in weight in 
one year. 

One sister had hypertension and died of cerebral 
hemorrhage. One brother died of “shock.” Her 
mother died at eighty years of age of cerebral hemor- 
rhage, and her father at sixty-seven of acute Bright's 
disease. There was no family history of diabetes. 
She had one son who was living and well. 

Physical examination showed a well-developed, 
dehydrated, weak, apathetic woman showing evi- 
dence of recent weight loss. The oral mucosa was 
dry. The retinas showed marked arterial narrowing, 
tortuosity and arteriovenous nicking; on the right 
side several hemorrhages and an exudate were seen. 
The nasal half of the left optic disk was indistinct. 
The left border of cardiac dullness was just to the 


*On leave of absence. 
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right of the midclavicular line. The sounds were 
of good quality and regular. The aortic second 
sound was greater than the pulmonic. The lungs 
were clear. The abdomen was normal. Arterial 
pulsations were poor in the lower extremities, but 
no color or temperature changes were noted. 

The blood pressure was 156 to 140 systolic, 100 
diastolic. The temperature was 102°F., the pulse 
120, and the respirations 25. 

Examination of the blood showed a white-cell 
count of 15,200, with 84 per cent neutrophils. The 
hemoglobin was 10.1 gm. per 100 cc. The urine was 
alkaline, with a specific gravity of 1.010. There 
was a ++ test for albumin, but no sugar, diacetic 
acid or acetone. The sediment contained 10 red 
cells and 100 white cells, with rare clumps, per high- 
power field. A urine culture gave no growth. The 
fasting blood sugar was 286 mg. per 100 cc., and the 
nonprotein nitrogen 135 mg. The carbon dioxide 
combining power was 10.3 millimol. per liter, and 
the sodium 129 milliequiv. 

The patient was given 1500 cc. of 2.5 per cent 
glucose in physiologic saline solution intravenously, 
followed by 1000 cc. of the same solution to which 1 
ampule of sodium lactate had been added. Two grams 
of triple bromides was given immediately and daily 
for two days thereafter. Following the two intra- 
venous solutions she still seemed dehydrated, and a 
uremic odor was noted in the breath; the vomiting 
apparently subsided. On the second and third hos- 
pital days she received daily 1000 cc. of 5 per cent 
glucose in water to which 40 cc. of sodium racemic 
lactate had been added, followed by 1500 cc. of 2.5 
per cent of dextrose in 0.3 normal saline solution, as 
well as thiamine chloride, ascorbic acid and ribo- 
flavin intravenously. 

On the second hospital day the nonprotein nitro- 
gen was 165 mg. per 100 cc., and the sugar 278 mg. 
The urine output on the third hospital day was 570 
cc. on an intake of 3000 cc. Urinalysis remained 
essentially as before. On the afternoon of the third 
hospital day, following the administration of an in- 
travenous fluid, she began to cough, complained of 
pressure in the chest and became drowsy and ex- 
tremely apprehensive. She vomited with every intake 
by mouth, and her color became poor. The lungs 
showed many basal rales. She was placed in an 
oxygen tent. Twelve hours later she was still quite 
dyspneic but not cyanotic; there were rhonchi in 
the trachea and a few rales and squeaks in the lungs. 
She was given 8 mg. of Cedilanid intravenously, and 
11 mg. (1/6 gr.) of morphine sulfate, followed by 
0.1 gm. of digitalis daily. In the next few hours she 
improved temporarily and the vomiting subsided. 
The abdomen became quite distended, and one 
examiner felt a questionable lobulated mass in the 
right flank. There was no peripheral edema. Later 
that day she again became drowsy and developed 
uremic frost in the nose; the respirations became 
shallow and rapid. The heart sounds were weak, 
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and there were moist basal rales and respiratory 
squeaks throughout the lungs. Her condition became 
progressively worse, and she died on the sixth 
hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. J. H. Means: If we say that this woman ob- 
viously died of Bright’s disease, no one can refute 
it; but we have to do better than that because there 
is more than one type of Bright’s disease. I think 
that we may assume that she died of azotemia or 
uremia resulting from renal failure, in turn resulting 
from some kind of renal nephropathy with infection 
toward the end, and left ventricular failure, due 
either to her disease or perhaps to overtreatment. 
Also, she apparently had mild diabetes. 

The differential diagnosis as I see it is really one 
of what kind of kidney lesion she had, and what 
kind of infection. Perhaps we should take up the 
latter first. I can see no evidence of infection any- 
where except in the urinary tract. The lung pic- 
ture does not sound to me like an infectious process. 
She had pus in the urine, and therefore I think that 
she probably had a urinary-tract infection and | 
shall let it go at that for the moment. 

The type of kidney lesion is an interesting sub- 
ject for differential diagnosis. One might ask, Did 
she die of one of the more usual forms of chronic 
kidney lesion to which we may give the clinical 
name of Bright’s disease, or did she have a rarer 
type of nephropathy? We have to go into all that 
I suppose to satisfy the requirements of these ex- 
ercises, but I think from the practical point of view 
it is of little importance, as both Dr. Thorn and Dr. 
Butler have emphasized that the physiologic ab- 
normalities are much more important to identify 
and treat than is the precise nature of the anatomic 
lesion. 

This patient had acidosis and she was hyper- 
glycemic. She may have had a high threshhold for 
sugar. She had a low blood sodium. These were 
the things that they had to treat. They gave fluid 
because of the dehydration, and sodium lactate 
because of the acidosis. I do not know why they 
gave 5 per cent glucose in water, because the 
sodium was low. The sodium racemic lactate was 
also given because of the acidosis. I do not know 
how much of the substance 40 cc. represents. 

Was this chronic glomerulonephritis? It could 
have been, but I have a notion that it was not, and 
I am not going to give any reason. It could, of 
course, have been a vascular nephritis with malig- 
nant hypertension, and I suppose it could have been 
a chronic pyelonephritis. In their monograph about 
pyelonephritis Weiss and Parker! mention that it 
is often associated with severe hypertension, that 
retinopathy may occur, as in this case, that there 
is often a terminal infection with ventricular failure, 
as in this case, and that the hypertension may pro- 
gress after the renal disease is in a healed stage. 
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This patient may not have started off with pyelo- 
nephritis, but may have had some other chronic kid- 
ney disease, picking up an acute pyelitis not long 
before death. I do not know how anyone can tell 
whether it was pyelonephritis from the start or some- 
thing else to which pyelonephritis was later added. I 
rather favor the addition of an acute pyelonephritis 
toward the end because the infection seems to have 
been recent. Although the diabetes had been mild 
for a long time, it became worse toward the end. 
Its aggravation may have been the result of in- 
fection, and the change may have been the last 
straw that broke the camel’s back and precipitated 
failure in kidneys that were chronically diseased. 

I have mentioned four possibilities, and I think 
that we should now turn our attention to the more 
specialized nephritides. I do not know much about 
it but the fact that she had diabetes makes me think 
of the special kind of lesion that one gets with 
diabetes that is called “intercapillary glomerulo- 
sclerosis.”” I looked up Newburger and Peters? on 
that subject to find out the clinical manifestations 
that one can expect, and found that they described 
this disease as running a chronic course; many of the 
features of malignant hypertension may be present, 
including hypertensive retinopathy, perhaps al- 
buminuria and marked evidence of renal failure 
toward the end. They also say, and it fits this case 
perfectly, that the diabetes is often mild, usually 
requiring little or no insulin for control except when 
an infection supervenes. In none of their cases did 
the diabetes tend to influence the progress of the 
disease. All I can say is that this case in most of 
its aspects fits that possibility fairly well. That 
does not mean, however, that it is the correct 
diagnosis. 

I did in passing think of nephropathy due to 
hyperparathyroidism, but this patient did not have 
hyperparathyroidism according to the evidence, 
so we can throw that out. I do not see how it could 
have been nephropathy due to lymphoma, and I[ 
shall also throw that out. 

We come finally to the lobular mass in the right 
flank. If I knew that the man who examined the 
patient really knew that he was feeling a mass it 
would help me a great deal. I have to approach the 
problem on the basis that he did feel one. There- 
fore, with chronic nephropathy and renal failure, 
one is bound to consider the possibility that this 
was a case of congenital polycystic kidneys with 
renal failure. I believe, barring the diabetes, that 
that diagnosis would cover everything in this 
record. Polycystic kidneys usually make themselves 
evident early in childhood, as I understand it. 
If the disease does not turn up then, it is apt to 
appear later in life, as in this case. Weiss and Parker 
make the intriguing statement that polycystic kid- 
neys, hypertension and renal tuberculosis are often 
complicated by pyelonephritis. Perhaps the se- 
quence of events here was that the patient had 
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congenital polycystic kidneys that functioned well 
until eight years before her terminal illness; the 
kidneys then became incompetent and finally picked 
up an infection, the diabetes got worse, and she died. 

All I can do is make these two suggestions, which 
I put on a par, because I do not know whether or 
not a mass was really felt. If it was, | would favor 
polycystic kidneys. If there was no mass, I would 
incline toward intercapillary glomerulosclerosis. It 
may have been neither of these — just a more or- 
dinary kind of chronic nephritis. 

Dr. Attan M. Butter: Dr. Means asked about 
the amount of racemic sodium lactate in 40 cc. That 
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ANATOMICAL DIAGNOSES 
Congenital polycystic kidneys and liver. 
Acute pyelonephritis. 

Bacteremia (colon bacillus). 

Pulmonary edema. 

Bronchopneumonia. 

Cardiac hypertrophy, hypertensive type. 
Coronary sclerosis, severe. 

Mvocardial fibrosis. 


PATHOLOGICAL DiIscussiOoN 


Dr. Benjamin CAsTLEMAN: The autopsy on this 
patient showed a pair of polycystic kidneys, which 


Figure |. Photograph ot Kidneys. 


is dificult to answer because it does not give the 
concentration. The commercial ampules, however. 
contain 40 cc. of 1 molar sodium lactate. which 
has the same quantity of sodium that is contained 
in approximately 250 cc. of physiologic saline 
solution. 


CLINICAL DIAGNOSES 


I’ssential hypertension. 
Pyelonephritis. 
Hypertensive coronary heart disease. 


Mild diabetes. 


Congestive heart failure, terminal. 


Dr. \Means’s DIAGNOSES 


Congenital polycystic kidneys or intercapillary 
glomerulosclerosis. 

Acute pyelonephritis, recent. 

Uremia. 

Diabetes mellitus. 

Left ventricular cardiac failure. 


together weighed 700 gm. (Fig. 1). A moderate 
amount of renal parenchyma was still present, but a 
large portion of it certainly was replaced by the 
congenital cysts. In addition there was an acute 
pyelonephritis, characterized by large foci of poly- 
morphonuclear and eosinophilic infiltration. A post- 
mortem blood culture yielded colon bacilli, which 
probably arose from the pyelonephritis. Foci of 
acute infection were present in other organs, 
including the liver, secondary to the terminal 
bacteremia. 

There were also congenital cysts in the liver. These 
occur in about 20 per cent of the cases of polycystic 
kidneys. In addition to the large cysts there were 
grayish-white, moderately firm areas, 2 to 3 mm. 
in diameter, throughout the liver that in gross re- 
sembled metastatic carcinoma. These proved micro- 
scopically to be foci of aberrant bile ducts, a con- 
dition that may be associated with congenital 
cystic disease of the liver. Some of these ducts were 
distended and filled with fluid and polymorphonu- 
clear leukocytes. Others were suggestive of a 
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diffuse cholangioma, but there was no bile in any 
of these small nodules and they are best interpreted 
as part of the congenital process within the liver. 

The heart was enlarged, weighing 500 gm., and 
showed large areas of scarring throughout, due to 
severe coronary sclerosis. ‘There was also severe 
pulmonary edema and early bronchopneumonia. 
We found no anatomic evidence of diabetes; the 
islets of Langerhans were normal. 
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CASE 30302 
PRESENTATION OF CASE 


forty-seven-year-old housewife entered the 
hospital for study. 

The patient had been in apparent good health, 
except for mild indigestion and intolerance for fatty 
and fried foods of many years’ duration, until five 
or six months before entry when she noted a 
feeling of bloatedness, considerable eructation and 
passage of gas by rectum. She had no nausea or 
vomiting but voluntarily limited her intake of food. 
About five months before admission she had a 
feeling of constricting pressure in the right upper 
quadrant when wearing a girdle. About the same 
time she noted a hard mass in the right upper 
quadrant. The mass gradually became larger, and 
one week before entry she consulted a physician, 
who advised hospitalization. 

Four days prior to entry the patient had an 
attack of severe pain over the lower part of the mass, 
which was tender. She became nauseated and vom- 
ited, the vomitus consisting of bile-stained material 
without blood. She had been constipated. The 
pain persisted and she was brought into the Emer- 
gency Ward. She had lost about 20 pounds since 
the onset of her illness. 

Physical examination showed a well-developed, 
slightly undernourished woman in no discomfort. 
The heartand lungs were normal. There was a firm, 
tender, irregular mass in the midepigastrium extend- 
ing to the right side of the abdomen and in the 
midline to 2 cm. below the umbilicus. A questionable 
liver edge was palpated in the right flank and 
seemed to be attached to the mass. The mass moved 
slightly with respiration. Its lower edge was more 
or less freely movable; the upper part was firmly 
attached and immobile. The mass was dull to flat 
on percussion. Peristalsis was normal. No other 
masses or tenderness was elicited. Vaginal and 
rectal examinations were negative except for a feel- 
ing of fullness in the cul-de-sac. 
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The blood pressure was 116 systolic, 70 diastolic. 
The temperature was 98.6°F., the pulse 90, and the 
respirations 20. 

The red-cell count was 3,780,000, with 10.5 gm. 
of hemoglobin. The white-cell count was 5700, with 
66 per cent neutrophils. The urine was normal. 
A blood Hinton test was negative. Three stool 
examinations were guaiac negative, but one exam- 
ination gave a +++ test. The blood sugar was 
113.5 mg. per 100 cc. The nonprotein nitrogen was 
19 mg. per 100 cc., and the chloride 101 milliequiv. 
per liter. A van den Bergh test was normal. The 
prothrombin time was 27 seconds (normal, 18 to 20 
seconds). The serum protein was 7.01 gm. per 100 
cc., with 4.27 gm. of albumin and 2.74 gm. of globu- 
lin. A cephalin flocculation test was negative in 
twenty-four hours, and + in forty-eight hours. 

An x-ray examination of the chest was negative. 
A Graham test failed to visualize the gall bladder. 
No stones were seen. An intravenous pyelogram 
showed normal kidneys, pelves, ureters and bladder. 
A soft-tissue mass was present in the midline at the 
level of the second lumbar vertebra that caused an 
extrinsic defect on the stomach distal to the angulus. 
The psoas shadows were distinct. Barium examina- 
tion of the colon showed it to fill readily without 
obstruction; the examination was unsatisfactory, 
but the above described mass seemed to be extrinsic 
to the colon. The cecum was freely movable and 
nontender. The mucosal pattern was normal. 

A gastrointestinal series showed a_ normal 
esophagus. The stomach was deformed by pressure 
from an extrinsic mass beginning at the angulus on 
the greater curvature and filling the space between 
the angulus and the descending loop of the duodenum 
(Fig. 1). The mucosa over this large, smooth, round 
mass showed no ulceration. As soon as the barium 
entered the second portion of the duodenum, a large 
clump of barium was seen in the region of the mass 
that showed no mucosal pattern. The barium, 
however, did pass into the jejunum, and in the lateral 
projection this seemed to lie posteriorly, widening 
the duodenal curve. Films taken three hours after 
the meal showed a large mass of barium still in the 
region of the mass (Fig. 2). A 1l-by-2-cm. area that 
was free of barium was present above the mass. 
This area was constant in size, shape and position. 

On the third hospital day the patient had a fever 
of 103°F., with a subsequent fall to normal. She was 
given + mg. of Hykinone intramuscularly every day 
for three days and then three times a week. The 
pain was controlled by sedation. On the tenth hos- 
pital day the temperature rose to 102°F., and from 
then on ranged between 102 and 98.6°F. She was 
given 6 gm. of sulfadiazine daily, several transfu- 
sions of whole blood and intravenous fluids. 

On the seventeenth hospital day an operation 
was performed. 
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DIFFERENTIAL DIAGNOSIS 


Dr. Francis D. Moore: A significant point in 
this abstract is, I think, that the patient had a long 
history of intolerance to fatty foods; although that 
could be misleading as a single observation it 1s 


Figure 1. Roentgenogram following the Barium Meal. 


This shows an extrinsic pressure deformity of stomach and 
barium that has escaped into the necrotic tumor cavity. 


rather suggestive that by the time she had reached 
her middle forties she had already had gall-bladder 
trouble for many years, probably on the basis of 
stones. Then something was superimposed on this 
process. She had constricting pressure and noted 
a mass that grew quite rapidly in the gall-bladder 
‘region. Four days prior to entry something hap- 
pened to this mass, which might be considered to be 
either infection, obstruction of a viscus or impair- 
ment of the blood supply of a tumor. She vomited 
bile-stained material, which is significant because 
it shows that the pylorus was open and also that the 
common duct was patent or, if not, some fistulous 
tract was at least letting bile down into the upper 
gastrointestinal tract. She had lost 20 pounds, 
suggesting malignant disease; but she had limited 
her intake of food, and this may not have been 
significant. 

The mass observed on physical examination was 
a large one, if the description is correct, because it 
went from the midepigastrium to 2 cm. below the 
umbilicus and over to the right flank. I do not 
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believe that we can escape the conclusion that it 
was attached to the liver, either originally or sec- 
ondarily because of adhesions. The liver went around 
the upper edge of the mass, and the whole thing 
moved as one. 

So far as the laboratory work is concerned, the 
patient had slight anemia with a white-cell count of 
5700, which suggests that the fundamental process, 
aside from the bouts of fever in the hospital, was 
primarily noninflammatory. The stools showed one 
strongly positive guaiac test, which is more signif- 
icant than the negative ones, and as we see in the 
X-ray examination, there was good reason for it. 
The blood sugar level was high. The prothrombin 
time was elevated but not markedly so, and since we 
do not know what her reaction was to the Hykinone 
she received later, we cannot say that this was an 
indication of liver damage. The van den Bergh test 
was normal, and she was not jaundiced. 

Let us look at the x-ray films. 

Dr. Laurence L. Ropsins: This flat film shows 
the mass, and as Dr. Moore has _ prophesied, it 


Ficgure 2. Roentgenogram Three Hours after the Barium Meal. 
The arrows point to barium retained in the necrotic tumor cavity. 


is a large one and extends to the liver edge. The 
shadow above and at the left margin represents air 
in the stomach and outlines the left upper edge of 
the mass. It is apparent that the mass is connected 
with the gastrointestinal tract because there are 
shadows that suggest the presence of air in a large 
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cavity. The intravenous pyelogram shows that there 
is no connection with the kidney; the calyxes, pelves 
and upper right ureter appear to be normal. 

In the gastrointestinal examination we see that 
the barium enters the mass in the region of the 
second portion of the duodenum. We cannot be 
positive about that but certainly the mass is fairly 
close to the duodenum and manifests a constant 
relation to it. Further extent of the mass is seen by 
the defects in the distal portion of the greater cur- 
vature of the stomach and in the first portion of the 
duodenum. The area described, which is constant 
in the films, may have been an air pocket in the 
mass. 

Dr. Moore: These x-ray films throw a different 
light on the case from the one I got on reading the 
description, because there certainly is a lesion which, 
although by physical signs and by x-ray was 
attached to the liver, has a point of retroperitoneal 
attachment, presumably in the region of the head 
of the pancreas. If it were not fixed in that area one 
would not expect this widening of the duodenal 
loop. In other words, with a large mass in the right 
upper quadrant one would not expect the duodenal 
loop to be widened unless the lesion originated in 
that area. 

What this boils down to is that we have a patient 
with a large mass in the right upper quadrant that 
had undergone necrosis and had developed a com- 
munication with the gastrointestinal tract. This 
could mean that the tumor originated in the duo- 
denum or had eroded through into the duodenum 
because of adjacent pressure. The patient was 
not jaundiced, which is extremely important. My 
personal experience with lesions in the head of the 
pancreas is not large, but I have asked one or two 
men who have had extensive experience with such 
lesions and they agree that a carcinoma of the head 
of the pancreas big enough to be felt on physical 
examination would have to produce jaundice. The 
anatomic relations are such that it would be almost 
impossible for it to reach this size and not produce 
jaundice. 

Could this have been a pancreatic neoplasm that 
arose farther back in the pancreas, away from the 
head and to the left of the portal vein and superior 
mesenteric vessels so that when it became larger 
it produced a great deal of distortion but did not 
produce jaundice? Possibly that is the best explana- 
tion of the findings. 

Could it have been a carcinoma of the gall 
bladder? She had had a long gallstone history, 
which is supposed to be a prerequisite for carcinoma 
of the gall bladder, and a big mass without jaundice, 
which is compatible with that diagnosis. It could 
have obstructed the gall bladder, or else the mass 
itself could have eroded into the duodenum and 
produced these findings. If that were the case, 
however, I should not expect it to have widened the 
duodenal loop in the way it did. 
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Could it have been a tumor of the duodenum, 
such as leiomyoma or leiomyosarcoma? They are 
extremely unusual, and such a diagnosis would be 
a long shot. 

Could it have been a duodenal diverticulum that 
had become partially obstructed, becoming large 
and encroaching on the neighboring organs? Most 
diverticulums of the duodenum that have been 
reported in the literature come off the medial side 
of the duodenum, and go into the pancreas. Occa- 
sionally they come off the lateral side, in which case 
they are readily available to the surgeon. If this 
were a diverticulum it would be an extremely large 
one, and it is difficult to relate it to her story. 

The history does not sound like that of a kidney 
tumor or a tumor of the adrenal gland, and the 
pyelogram is negative. 

Could it have been purely an inflammatory process 
of the gall bladder — an empyema due to stones? 
I have already mentioned that it must have had 
another point of fixation, presumably in the region 
of the head of the pancreas. 

Primary tumors of the colon have been ruled out 
by the x-ray studies. 

Could it have been a duodenal ulcer? Not long 
ago we had a patient whose case was reviewed here 
who had a duodenal ulcer that originated in the 
second portion of the duodenum and produced a 
tremendous inflammatory mass, which at operation 
was thought to have been a carcinoma of the head of 
the pancreas. This patient had some of the same 
findings, although the mass was much bigger; her 
story, however, does not suggest ulcer. 

Carcinoma of the extrahepatic biliary tree other 
than the gall bladder certainly should have produced 
jaundice. 

My original feeling about the case was that it was 
carcinoma of the gall bladder, but I have to modify 
that because of the x-ray findings and say that it was 
a tumor arising fundamentally in the retroperitoneal 
tissues in the region of the pancreas but coming off 
far enough to the left so as not to produce jaundice 
— in essence, a lesion of the neck or body of the pan- 
creas. Carcinoma of the gall bladder therefore 
becomes my second choice. 

Dr. Rossins: Carcinoma of the gall bladder that 
had invaded the head of the pancreas and the wall 
of the stomach could give this picture by x-ray. 

Dr. Moore: In that case I should expect it to 
have invaded the lateral wall of the duodenum and 
not the medial wall, as we see here. If it were on 
the medial wall, it must have bridged over its nor- 
mal anatomic neighbors in order to get down there. 

Dr. Rosert R. Linton: Lymphoma should be 
considered. Occasionally in this region one sees a 
large tumor of lymph-node origin. It is just a possi- 
bility, however; there is not enough evidence to 
make the diagnosis. I also think one has to include 
pancreatitis secondary to pancreatic abscess as a 
possibility. 
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Dr. Jacos Lerman: I saw this patient on rounds. 
Our first impression was that she probably had 
carcinoma of the transverse colon. After seeing the 
x-ray films we thought that it had ruptured, had 
formed a large abscess around the colon and had 
gradually involved the surrounding organs to 
explain this peculiar x-ray picture. We also con- 
sidered hypernephroma, but after seeing the x-ray 
films we dismissed that diagnosis. Carcinoma of 
the gall bladder was likewise considered. Most of 
the service thought that it was carcinoma of the 
colon. 

Dr. Moore: I should have mentioned that the 
single observation of a positive Graham test without 
stones does not prove anything one way or another. 
Since the dye was given by mouth, the pathology 
in this region could have impaired absorption. 

Dr. Linton: Did the mass pulsate? 

Dr. BENJAMIN CASTLEMAN: No. 


CLINICAL DIAGNOSIS 


Abdominal tumor (? carcinoma of pancreas). 


Dr. Moore’s DIaGnosis 


Carcinoma of neck or body of pancreas? 
Carcinoma of gall bladder, with erosion into 
duodenum? 


ANATOMICAL DIAGNOsIS 


Epidermoid carcinoma of gall bladder, with fis- 
tulous extension into duodenum and trans- 
verse colon. 


PATHOLOGICAL Discussion 


Dr. CastLEMAN: At operation the surgeon found 
a huge mass in the right upper quadrant on the 


July 27, 1944 


undersurface of the liver and took a small piece out. 
He was also able to scoop out several stones, so 
that apparently he got into the center of the gall 
bladder. The tissue proved to be an epidermoid 
carcinoma. 

The patient died soon after operation and autopsy 
showed a mass that measured roughly 20 cm. in 
diameter, which superiorly was firmly attached to 
the inferior surface of the right lobe of the liver and 
inferiorly had pushed the transverse colon down 
quite a bit. In dissecting the bile ducts we were able 
to find only the beginning of the cystic duct; the 
rest of the cystic duct and the gall bladder were 
replaced by the mass. In the center of it was a large 
amount of necrotic material, which was secondarily 
infected. The tumor had perforated into the second 
portion of the duodenum and also into the transverse 
colon in two places. The perforation into the duo- 
denum at the time of autopsy measured 4 cm. in 
diameter, and those in the transverse colon measured 
about 1.5 cm. in diameter. Since the gall bladder 
had been replaced by the mass and because of the 
fact that the tumor was an epidermoid carcinoma, 
the diagnosis of carcinoma of the gall bladder 
becomes fairly certain. There was no involvement 
of the pancreas. 

Dr. Moore: If the tumor had invaded the duo- 
denum on its medial wall it must have involved 
the pancreas. 

Dr. CastLEMAN: It was not exactly medial; 
anteromedial is a better way of describing it. In the 
gross examination and in the sections the pancreatic 
parenchyma was not involved. 

Dr. Ropsins: From the x-ray appearance the 
tumor had to involve the stomach. 

Dr. CasTLEMAN: Yes; it was adherent to both 
the stomach and the pancreas but had not invaded 
either. 
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INFECTIOUS MONONUCLEOSIS VERSUS 
BRUCELLOSIS 


AN article published in this issue of the Journal 
indicates that the differential diagnosis of infectious 
mononucleosis and brucellosis may give rise to con- 
The authors discovered 13 
cases of infectious mononucleosis by performing the 


siderable confusion. 


heterophile antibody reaction routinely on a series 
of one thousand consecutive samples of blood 
serum submitted by physicians to the State Bacteri- 
ological Laboratory for undulant-fever agglutination 
tests. In 11 of the cases, the physician had not 
suspected this disease. 


les 


The diagnosis of infectious mononucleosis depends 
on evidence that is rather well detined. Usually 
the physical examination, blood studies and clinical 
course suggest the proper diagnosis, which may be 
contirmed by the sheep-cell agglutination reaction. 
If infectious mononucleosis is borne in mind in the 
differential diagnosis of fevers of unknown origin, 
there should be little difficulty in arriving at the 
correct diagnosis in most cases. 
that the 


It seems likely 
incidence of this disease, particularly 
among children and young adults, may be greater 
than is ordinarily supposed. 

The diagnosis of undulant fever is often trouble- 
some. Most cases present few significant physical 
findings. Often it is difficult to recover the etiologic 
agent from the blood stream, and positive serologic 


and 


active infection since both tests may be positive 


skin tests are not necessarily indicative of 
because of previous infection or because of continued 
use of milk from infected herds. 

The authors point out that epidemiologic investi- 
gations of cases of undulant fever may be helpful 
in the diagnosis of this disease. For the most part 
it is acquired by ingestion of infected dairy products 
or by contact with animals. It was observed that 
when reported cases could not be traced either to 
raw milk or to infected animals, review of the clin- 
ical findings sometimes resulted in a change in 
diagnosis. 

Although undulant fever is usually thought of 
as a rural disease, it may occur among persons 
living in urban areas in spite of local regulations 
that forbid the sale of raw milk. In such cases the 
urban residents usually acquire the disease by the 
ingestion of raw milk while traveling in regions 
remote from their homes. Hardy et al.,* ina study 
of 17 patients living in New York City who had 
been exposed to infection through the use of raw 
milk 


reported incubation periods varying from one week 


ingested during single out-of-town visits, 
to four months, the longer one tending to obscure 
the source of infection. Other urban residents may 
contract undulant fever as a result of occupational 
exposure. For example, direct contact with animals 
or animal carcasses by persons employed in packing 


*Hardy, A. V. ant, S., and Kroll, M. M. 
dulant iano. Pub. Health Rep. 53:796- 803, 1938. 


Incnbation period in un- 
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houses or rendering plants is often the source of 
infection. For this reason a careful occupational 
history may be helpful in the diagnosis of this disease. 
Not so many years ago, application of a simple 
rule of thumb, ‘Tuberculosis, typhoid fever and 
sepsis,” was fairly adequate in the differential 
diagnosis of obscure fever. Because of the ever- 
dwindling incidence of acid-fast and typhoid infec- 
tions, however, other causes of obscure fever are 
now becoming relatively more frequent. The State 
Department of Public Health announces the avail- 
ability, on request by physicians, of the heterophile 
antibody reaction. This test should provide addi- 
tional aid in the diagnosis of unexplained fevers. 


PENICILLIN IN EXPERIMENTAL 
VIRAL AND RICKETTSIAL DISEASES 


Witu few notable exceptions, the new chemo- 
therapeutic agents have been ineffective in the treat- 
ment of viral and rickettsial diseases. The excep- 
tions are lymphogranuloma venereum, trachoma 
and inclusion blenorrhea, which apparently respond 
favorably to most of the sulfonamide drugs that are 
now in general use. With the advent of penicillin, 
it is natural that the field of viral and rickettsial 
disease should be re-explored for the possibility that 
infection with some of these nonbacterial agents 
might prove susceptible to its action. Thus far, 
no really successful clinical trials in this field have 
been reported. A few recent studies suggest that 
penicillin in adequate doses is effective in reducing 
the mortality from experimental infection of animals 
with some of these agents. 

Heilman and Herrell,! * of the Mayo Clinic, have 
published studies on experimental ornithosis and 
psittacosis in mice. With both viruses, the authors 
noted a marked reduction in mortality among the 
penicillin-treated animals. The virus could always 
be recovered from the surviving animals long after 
treatment had been stopped. They suggest that 
penicillin inhibits the multiplication of virus until 
immunity has been established. The treatment ap- 
parently converted an acute and fatal infection into 
one that was chronic and relatively benign. The 
possibility that bacterial infections were present 
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to account for the differences was not adequately 
controlled. Furthermore, the results would have been 
somewhat more convincing had the authors con- 
trolled the series with similar sulfonamide-treated 
animals. 

I’xperiments on the effect of penicillin on murine 
typhus in the yolk sac of developing chick em- 
bryos and in susceptible mice have been carried out 
by Pinkerton and his associates.*» 4 These workers 
conclude that penicillin injected in three doses at 
intervals of forty-eight hours exerted a striking 
inhibitory effect on the multiplication of the rickett- 
sias of murine typhus in the yolk sac of the fertile 
hen’s egg. In these experiments, penicillin was not in- 
jected until two or three days after the injection of 
the rickettsias in order to allow time for the latter 
to gain entrance into the cells. Careful study was 
made of the cells in the yolk sacs of the penicillin- 
injected eggs, and with the exception of some heavily 
infected eggs, only a rare isolated organism was 
seen in such a position that it might have been 
thought to be intracellular. These observations sug- 
gest that the inhibition of rickettsial growth was 
brought about by penetration of the penicillin into 
the cells rather than by its direct effect on extra- 
cellular organisms in the process of passing from cell 
to cell. 

In mice, Pinkerton and his associates showed that 
the administration of penicillin in relatively large 
but nontoxic doses after infection with the rickettsias 
of murine typhus resulted in a marked reduction in 
mortality, particularly when the initial infecting 
dose was relatively small, approaching the minimal 
lethal dosage. They found no evidence of secondary 
bacterial infection in bacteriologic and _ histologic 
studies and thus felt justified in concluding that the 
greatly increased survival rate in the penicillin- 
treated mice was caused by the action of penicillin 
on the rickettsias. The penicillin was usually in- 
jected intraperitoneally, and in most of their ex- 
periments, there was a daily period of nine hours 
during which the concentration of the drug was 
probably not maintained at effective levels. They 
suggest that, since the human disease is caused by 
the growth of rickettsias in vascular endothelium, 
intravenous or intramuscular injection of penicillin 
should bring the drug into direct contact with the 
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cells containing the organisms and that, if sufficiently 
high concentrations of the drug can be established 
in the blood stream in the early stages of the disease, 
it is reasonable to expect a beneficial therapeutic 
effect. They believe that their results justify a 
thorough clinical trial of penicillin in human typhus 
fever. They suggest that treatment in the early 
stages of the disease is necessary and that the dosage 
should be increased over that ordinarily used in 
bacterial infections. 
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MASSACHUSETTS MEDICAL SOCIETY 
DEATHS 


AUSTIN — James C. Austin, M.D., of Spencer, died 
July 10. He was in his sixty-ninth year. 

Dr. Austin received his degree from Baltimore Medical 
College in 1896. He had been a practicing physician in 
Spencer for forty years and was widely known throughout 
Worcester County. He was chairman of the Board of Health 
for twenty-five years and served as school physician for many 
years. He was a past president of the Worcester District 
Medical Society and a member of the American Medical 
Association and the Brookfield Medical Society. 

His wife, three daughters, a brother and a sister survive. 


CUMMINGS — John J. Cummings, M.D., of Worcester, 
died July 9. He was in his seventy-fifth year. 

Dr. Cummings received his degree from Columbia Univer- 
sity College of Physicians and Surgeons in 1899. He had 
been a practicing physician in Worcester and a member of 
the St. Vincent Hospital staff for more than forty years. 
For the past fifteen years he had been senior member of the 
hospital obstetric staff. He was a member of the American 
Medical Association. 

His widow, two sons and two brothers survive. 


MASSACHUSETTS DEPARTMENT 
OF PUBLIC HEALTH 


LABORATORY TEST FOR INFECTIOUS 
MONONUCLEOSIS 


The Bacteriological Laboratory at the State 
House is now prepared to perform tests for hetero- 
phile antibody (sheep-cell agglutination) as a means 
of detecting cases of infectious mononucleosis. 
Although infectious mononucleosis is not reportable, 
its infectious character has been recognized for 
some time. 

In a recent study carried on by this department, 
the results of which appear elsewhere in this issue 
of the Journal, it has been shown that a certain 
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proportion of blood serums submitted by physicians 
for the undulant-fever agglutination test gave 
positive tests for heterophile antibody. Because of 
the similarity in the clinical manifestations of un- 
dulant fever and infectious mononucleosis, one may 
easily be confused with the other. It is thought that 
the availability of this test will assist physicians 
further in diagnosing fevers of undetermined origin. 

Physicians requesting this test should submit 5 to 
10 cc. of whole blood or serum in a dry, preferably 
sterile, test tube. The undulant fever outfit issued 
by this department is adequate for the purpose. 


COMMUNICABLE DISEASES IN 
MASSACHUSETTS FOR JUNE, 1944 


RésumME 
DISEASES June June Seven-Year 
1944 1943 MepIAN 

Anterior poliomyelitis. . 1 2 2 

Dog bite. 1465 1410 
Dysentery, “bacillary wk 2 1 2 
Lymphogranuloma venereum........... * 

M 5320 3918 
M eningitis, meningococcal 28 7 13 
Meningitis, Pfeiffer-bacillus. 2 1 
Meningitis, pneumococcal .............. 3 q + 
Meningitis, staphylococcal ............. -- t 
Meningitis, streptococcal .............. _ — t 
Meningitis, other forms........-....... 1 2 t 
Meningitis, undetermined .............. 
Mumps. 966 oll 641 
>neumonia, lobar . 215 230 230 
Salmonella infections .................. 13 4 6 

yphilis i 458 499 417 
‘uberculosis, pulmonary 324 308 312 
Tuberculosis, other forms .............. 19 25 24 
2 7 
Undulant fever 6 4 
Whooping cough .......... abe 248 465 579 


* Made reportable in 1943. 
+Pfeiffer-bacillus meningitis only other form reportable previous to 1941. 


CoMMENT 


Anterior poliomyelitis, fortunately, continued at a low 
level. The incidence for the past six months is lower than 
that for the corresponding months in 1943. 

Chicken pox showed the usual seasonal decline but was 
still the highest on record for the month of June. 

Diphtheria showed a marked drop after nine months of 
unusually high prevalence. 

Meningococcal meningitis showed a definite decline from 
March through June, but the prevalence was still above that 
of 1942. It appears that the peak was reached during the 
fall and winter and that there will be a gradual decline to 
interepidemic levels. 


GEOGRAPHICAL DIsTRIBUTION OF CERTAIN DISEASES 


Actinomycosis was reported from: Medford, 1; total, 1. 

Anterior poliomyelitis was reported from: "Boston, 1; 
total, 1. 

Anthrax was reported from: Lowell, 1; total, 1. 

Diphtheria was reported from: Auburn, 1; Boston, 1; 
Lawrence, 1; Medford, 2; Needham, 1; Somerville, 1; total, 7. 

Dysentery, amebic, was reported from: Cushing General 
Hospital, 1; total, 1 

Dysentery, bacillary, was reported from: Worcester, 2; 
total, 

Encephalitis, infectious, was reported from: Fal! River, 1; 
Needham, 1; New Bedford, 1; total, 3 

Malaria was reported from: Boston, 2; Camp Edwards, 11; 
Cushing General Hospital, 20; Fall River, 3 Fort Banks, 5; 
Fort Devens, 13; New Bedford, Z Salem, 2; Somerville, 1; 
Woburn, 1; W orcester, 1; total, 5 
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Meningitis, meningococcal, was reported from: Arlington, 
1; Boston, 8; Braintree, 1; Chelsea, 1; Chicopee, 1; Dennis, 1; 
Fall River, 1; Fitchburg, 1; Fort Devens, 1; Lawrence, 1; 
Ludlow, 1; Medway, 1; Nahant, 1; Newton, 1; Oxford, 1; 
Revere, 1; Springfield, 2; ‘Stoughton, 1; Waltham, 1; Wren- 
tham, 1; total, 28. 

Meningitis, pneumococcal, was reported from: Boston, 2; 
ramingham, 1; total, 3. 

Meningitis. other forms, was reported from: Boston, 1; 
total, 1. 

Meningitis, undetermined, was reported from: Boston, 3; 
Quincy, 2; Winchester, 1; Worcester, 1; Wrentham, 1; total, 8. 

Salmonella infections were reported from: Arlington, 1; 
Boston, 1; Boylston, 1; Cambridge, 1; Everett, 1; Hopedale, 
1; Ludlow, 1; Malden, 1; Melrose, 1; Milton, 1; Revere, 1; 
Salem, 1; Worcester, 1; total, 13. 

Septic sore throat was reported from: Arlington, 1; Bel- 
mont, 1; Boston, 7; Holyoke, 1; Merrimac, 2; Topsfield, 1; 
total, 1: 

‘Tetanus was reported from: Dartmouth, 1; Medford, 1; 
total, 2. 

‘Trachoma was reported from: Beverly, 1; total, 1. 

‘Trichinosis was reported from: Lowell, 2; total, 2. 

‘Typhoid fever was reported from: Boston, 1; Gardner, 1; 
total, 2. 

Undulant fever was reported from: Billerica, 1; Concord, 1; 
Holyoke, 1; Saugus, 1; Williamstown, 1; total, 5. 


MISCELLANY 


PULMONARY ‘TUBERCULOSIS ASSOCIATED 
WITH CONGENITAL HEART DISEASE 


When a patient with congenital heart disease acquires 
tuberculosis it is a serious mishap. The medical adviser must 
then make the choice between conservative treatment of the 
tuberculosis and some form of collapse therapy with the 
attendant risk of burdening the already embarrassed cir- 
culatory systems still further. A recent study of a number 
of cases (Auerbach, O., and Stemmerman, M. G. Develop- 
ment of pulmonary tuberculosis in congenital heart disease. 
dim. J. M. Sc. 207:219-230, 1944) suggests that prompt and 
active therapy directed at the tuberculosis offers the best 
chance of preserving the already short life span of these in- 


dividuals. 
* * * 


ltiscommonly accepted that patients suffering from congen- 
ital heart disease are prone to develop and later to succumb to 
pulmonary tuberculosis. Of all patients with congenital heart 
anomalies it is those with pulmonary stenosis who seem most 
likely to develop tuberculosis. Whether it occurs more fre- 
quently in this group than among a comparable number with 
normal hearts cannot be stated positively without detailed 
statistical analyses. Case reports seem to show that tuber- 
culosis is no greater menace in patients with pulmonary 
stenosis than is their cardiac defect. 

It is true, however, that many persons born with this 
anomaly die before they have relatively much opportunity 
to develop tuberculosis, many of them being so incapacitated 
that they are protected from infectious contacts. If pre- 
disposition does actually exist it must arise primarily in the 
faulty oxygen and blood exchange characteristic of these 


ses. 

This study concerns the frequency of congenital heart con- 
ditions in a tuberculosis institution, the course of the pul- 
monary disease and the efficacy and advisability of collapse 
therapy in the face of the cardiac handicap. 

In the course of 1545 necropsy examinations of tuberculous 
persons, 7 cases of congenital heart disease were discovered, 
an incidence of 0.4 per cent. ‘This incidence may be higher 
than in most other tuberculosis institutions owing to the fact 
that one out of eight beds in this hospital is allotted to 
pediatrics. It is lower than that observed in institutions 
devoted entirely to the treatment of children. 

The diagnosis made from the symptoms and physical ex- 
amination of 6 additional patients coincided unusually well 
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with the defects found in the 7 cases that came to autopsy. 
They exemplify the grouping of cardiac anomalies known 
as the “tetralogy of Fallot.” A picture of this condition is 
represented by this composite case report: ‘The patient is a 
white youth in his lower teens. The history records cyanosis 
from birth or shortly thereafter, and the diagnosis of con- 
genital heart disease was made early. At that time the child 
was placed on restricted activity and followed in a hospital 
out-patient department. He has had no evidence of con- 
gestive failure and has led a fairly normal life until the onset 
of the pulmonary disease. Examinations show a young- 
appearing underdeveloped child not, as a rule, dyspneic. 
but with cyanosis and clubbing of the fingers and toes. The 
heart is enlarged in all dimensions, with a loud, harsh, systolic 
murmur at the base, usually associated with a systolic thrill. 
The lung findings are dependent on the pulmonary pathology. 
Laboratory tests indicate a well-marked polycythemia, and 
there are tubercle bacilli demonstrable in the sputum. Roent- 
genography and fluoroscopic examination demonstrate en- 
largement of both ventricles, frequently more marked in the 
right, and a prominent pulmonary conus. The venous pres- 
sure is within normal limits, and the blood pressure tends 
to be normal or slightly decreased. In the electrocardiogram 
is found right-axis deviation with tall P waves, these often 
being notched. The pulmonary disease has not influenced 
the findings typical of the combined heart lesions making up 
the cyanotic group. 

The onset of pulmonary disease in these cases was similar 
to that of patients without congenital heart disease. Some 
or all of the usual symptoms of tuberculosis were present in 
all cases. No difficulty was experienced in differentiating 
the congenital heart disease and pulmonary  tuber- 
culosis since the congenital anomaly was diagnosed in all 
cases prior to the onset of the tuberculosis. The disease was 
moderately or far advanced on admission to the hospital 
in all but 1 case. ‘The course of the disease and the lesions 
at autopsy were similar to those observed in patients with- 
out the cardiac hazard. The duration of life depended on 
the extent of the disease on admission and the effectiveness 
of collapse therapy when that was used. The longest dura- 
tion in the series of 13 cases was six years, the shortest courses 
were seven months. The average duration of life from the 
onset of the pulmonary infection to fatal termination was 
one to two years. 

As the lesions and other factors of the pulmonary infection 
are the same whether or not the patient has congenital heart 
disease and as the cause of death depends on the pulmonary 
rather than the cardiac status, it is the lung rather than the 
heart that should be the local point of therapy. When bed 
rest fails to arrest the progression of the tuberculous infection 
or cannot accomplish cavity closure it must be supplemented 
by collapse therapy in spite of the cardiac pathology. When 
this procedure is adopted late in the course of the disease the 
possibility of arresting the tuberculosis is slight. The life 
expectancy of these patients even without the pulmonary 
complication is short. Nevertheless, therapeutic measures, 
even hazardous ones, seem justifiable if they will prevent 
the patient from succumbing even more prematurely to 
tuberculosis. 

n the group of cases here reported pneumothorax was in- 
stituted in 5 cases. In 1 case only was an effective pneumo- 
thorax established. In no case did collapse therapy increase 
the cardiac symptoms or lead to congestive heart failure. 

t is recommended that congenital heart disease should 
not be considered a contraindication to thoracoplasty and 
in order not to deprive these patients of the few years of life 
expectancy due them, immediate operation may be more 
advantageous than a preliminary, often disappointing, trial 
of pneumothorax. — Reprinted from Tuberculosis Abstracts 
(August, 1944). 


NOTE 


Dr. H. Houston Merritt, associate professor of neurology, 
Harvard Medical School, and visiting neurologist, Boston 
City Hospital, has been recently appointed professor of 
clinical neurology, Columbia University College of Phy- 
sicians and Surgeons, and chief of the Division of Neuro- 
psychiatry, Montefiore Hospital, New York City. 
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BOOK REVIEWS 


Pain Mechanism: A physiologic interpretation of causalgia 
and its related states. By W. Kk. Livingston, M.D. 8°, cloth, 
253 pp., with 26 illustrations and 1 table. New York: The 
MacMillan Company, 1943. $3.75. 
, Dr. Livingston, a neurosurgeon, has long been interested 
in the clinical aspects of pain, and this book is a personal 
report on his investigations of the last few years. He points 
out what we know about the mechanism of pain and in- 
dicates further researches that might be made with profit. 
The chapters cover the anatomy of pain pathways, the 
psychology and physiology of pain, the various clinical 
syndromes and the author’s interpretations of the pain 
phenomenon. 
Ir. Livingston draws no final conclusion, since the sub- 
ject is too complicated, and many questions are still un- 
answered. He has, nevertheless, certain convictions. One 
is that the concept of specificity in the narrow sense in which 
it 1s sometimes used to identify sensory experiences with 
particular end-organs and nerve fibers has led away from a 
true perspective. He also thinks that it is a mistake to assume 
that certain pain syndromes must represent an obsession of 
purely psychiatric origin. He does not discredit the results 
of periarterial sympathectomy and novocain injections 
simply on the ground that their mode of action is obscure. 
He believes, finally, that chronic irritations of sensory nerves 
may initiate clinical states that are characterized by pain 
and spreading disturbances of function in both somatic and 
visceral structures. If such disturbances continue, he thinks 
that profound, and perhaps unalterable, organic changes may 
result in the affected part. The aim of therapy should be to 
break up this vicious cycle, even if it requires the permanent 
sacrifice of an anatomic pathway. In many cases, however, 
the simple removal of the trigger point is sufficient to establish 
a cure, 

The book in general is a thoughtful summary of a con- 
troversial subject and as such is a distinct addition to medical 
literature. 


Doctors Anonymous: The story of laboratory medicine. By 
William Mckee German, M.D. With an introduction by 
Paul de Kruif. 8°, cloth, 300 pp. New York: Duell, Sloan 
and Pearce, 1941. $2.75. 

The doctors referred to in the title are the pathologists, 
the author being a distinguished example of that group of 
scientists. ‘This book is written in an interesting but truly 
scientific manner for the public and explains the work of the 
pathologist in a general hospital, as well as including certain 
details regarding bacteriology and tissue diagnosis from 
operative specimens, the importance of the autopsy to both 
the medical profession and the public, and a plea for recog- 
nition of the value of the pathologist’s position in hospitals. 

There is an excellent chapter on the coroner’s system. It 
is surprising to learn that in forty-four of the states and in the 
District of Columbia, sudden, unexplained deaths are in- 
vestigated by a coroner, and in only six of these states is the 
coroner required to be a licensed physician. Thus, why people 
drop dead in a large part of the country is investigated by 
undertakers, furniture dealers who sell caskets and former 
bootleggers with good political connections. Massachusetts, 
far ahead of other states, gave up the coroner system as early 
as 1877, but it took nearly fifty years for some of her neigh- 
bors to follow suit. In spite of state laws, certain cities, 
particularly New York and San Francisco, have excellently 
trained medical examiners, who perform the autopsies. 

Finally, the author discusses various diseases that, at some 
time in the history of the country, were important to the 
pathologist but now are practically extinct, such as chlorosis, 
gout, scrofula and most types of lead poisoning. 

There is much of interest to any physician in this well- 
written book. 


Clinical Diagnosis by Laboratory Examinations. By John A. 
Kolmer, M.D., Dr.P.H., Se.D., LL.D... L.H.D. 8°, cloth, 
1239 pp., with 75 illustrations. New York: D. Appleton- 
Century Company, 1943.° $8.00. 


The size of this volume aitests to the importance of the 
laboratory as an integral part of diagnosis. ‘The author offers 
no apologies for those who ‘would circumvent careful clinical 
study by resorting to numerous laboratory procedures in 
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the hope of reaching a diagnosis. It has become almost 
platitudinous to stress the importance of the sequence of 
bedside study supplemented by any and all necessary labora- 
tory tests. Clinical acumen still has its place. 

This book is divided into three portions: the clinical in- 
terpretation of laboratory examinations; the practical applica- 
tion of laboratory examinations in clinical diagnosis; and 
the technic of laboratory examinations. ‘Thus both the 
laboratory procedures and the tests of visceral functions are 
discussed, supplemented by numerous tables, which add 
greatly to the value of the book. 

Attention may be called to certain minor omissions and 
corrections. The frequency with which laboratories report 
some results in milliequivalents calls for some elucidation. 
The determination of the ketosteroids in the differentiation 
of Simmonds’s disease and anorexia nervosa is not men- 
tioned. The role of perforated eardrums in yielding faulty 
basal metabolic readings should be noted. In discussing 
platelet counting the direct method is entirely omitted, and 
Dr. Olef’s name is misspelled. 

On the whole, this is a book that richly deserves a handy 
place not on the shelf but on the laboratory table or desk. 


Burma Surgeon. By Gordon S, Seagrave, M.D. 8°, cloth, 
295 pp., with 22 illustrations and frontispiece. New York: 
W. W. Norton & Company, Incorporated, 1943. $3.00. 

This book, one of the best sellers of 1943, hardly needs 
any introduction to the medical profession. It is an out- 
standing book of the war by a man whose personality is 
stamped on every page. 

To a missionary doctor in Burma came an opportunity 
as the result of the war to do a job far greater than any- 
thing he had anticipated when he went to his station. For- 
tunately for the world and for the British and American 
troops involved, Dr. Seagrave proved to be a man of excep- 
tional quality. He not only had excellent surgical judgment 
but also knew how to administer an organization and train 
its personnel. He took the native women and taught them 
to be first-class nurses. When General Stilwell and his army 
had to retreat, Dr. Seagrave became one of the outstanding 
members of that memorable march. 

This book, if not already read by every member of the 
profession, should not be missed. 


Exploring the Dangerous Trades: The autobiography of Alice 
Hamilton, M.D. 8°, cloth, 433 pp., with 7 illustrations and 
frontispiece. Boston: Little, Brown and Company, 1943. 
$3.00. 


Dr. Hamilton is one of the great pioneer physicians of this 
country, and her autobiography is an unusually striking 
contribution. Her early life during the last decade of the 
nineteenth century was spent in Chicago, where she was 
associated with the pioneer social experiment at Hull House. 
There she came in contact with poverty, disease and _ par- 
ticularly industrial accidents, and from this background, 
plus an adequate knowledge of pathology, a subject that 
she taught for many years at Northwestern University, 
Dr. Hamilton became an authority on diseases associated 
with workmen and working conditions. She made an exten- 
sive survey of Illinois, pioneering and exploring an almost 
unknown field. Later, this was extended into a federal 
survey of “dangerous trades,” with final extension to l-urope. 
Ultimately, she became a member of the staff of the Harvard 
Medical School, where she continued her work for many 
years. In 1935, having become a professor emeritus at Ilar- 
vard, she retired to Connecticut, where she lives quietly in 
the country, occupied with her writing. 

The book is a delightfully written, simple, straightforward 
story of a woman ‘who has made distinct additions to the 
knowledge of industrial diseases. All through her account 
one feels that she is an extremely human character, with a 
personality that must have appealed to a great many people. 
She writes pleasantly about her associates and neighbors, 
and the book is of unusual interest, as well as a stimulating 
experience. 


The Kenny Concept of Infantile Paralysis and Its Treatment. 
By John F. Pohl, M.D. In collaboration with Sister Elizabeth 
Kenny. With a foreword by Frank Ober, M.D. 8°, 
cloth, 386 pp., with 100 illustrations. Minneapolis: Bruce 
Publishing Company, 1943. $5.00. 
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This book has the official sanction of Sister Kenny, since 
she collaborated with the author in writing it. It is, there- 
fore, an up-to-date discussion of the technic advocated by 
Sister Kenny, with a plan of the relief of pain and muscle 
spasm in poliomyelitis by the early and continued use of hot 
packs, as well as the procedure designed to re-educate the 
neuromuscular system. ‘The application of moist heat is not 
a new one, since it was advocated as early as 1916 by Lovett 
and his co-workers. Sister Kenny’s contribution in part 
has been the application of this form of treatment early in 
— of the disease — as soon as the diagnosis has been 
made. 

The first part of the book deals with this period of the 
disease and is fully illustrated with photographs and diagrams, 
showing the details of the Kenny technic. The second part 
covers the convalescent stage of the disease and is also fully 
illustrated. Finally, the third section is concerned with the 
treatment of patients in the chronic stage. 

This text, with its many illustrations, is fundamental for 
an understanding of the Kenny concept of the treatment of 
infantile paralysis and should be in the hands of everyone 
concerned with the care of patients with this disease. 


A llistory of Tufts College Medical School: Prepared for its 
semi-centennial 1893-1043. By Benjamin Spector, M.D. 
8°, cloth, 414 pp., with 49 illustrations. Boston: Tufts 
College Medical School Alumni Association, 1943. $5.00. 


As a medical historian, the author is to be complimented 
for his singularly lucid and succinct semicentennial story of 
the Tufts College Medical School. Beginning with the re- 
moval of the restriction in the original ‘Tufts College char- 
ter, which prevented the conferral of medical degrees, he 
describes from original sources the establishment of the 
schoo! on October 4, 1893, and sketches by decades its course 
to the present time. Many of these documents are reproduced 
in facsimile. There are illustrations of the several buiidings 
of the school, and many reproductions of graduation and 
other programs. Particularly valuable are the sketches of 
the original seven founders and the biographies of other dis- 
tinguished Boston physicians of the epoch. This well- 
documented volume constitutes an enduring and worthy 
record of the first half century of one of the leading New 
England schools of medicine. 


Kinetic Bandaging including Splints and Protective Dress- 
ings: The kinetic method of visual teaching. By Seymour W. 
Meyer, M.S., M.D. 8°, cloth, 310 pp., with 540 illustrations. 
Philadelphia: F. A. Davis Company, 1943. $3.50. 


The present is a good time to emphasize the importance of 
knowing how to apply a bandage, particularly since too little 
attention in recent years has been paid to this art. The 
primary purpose of bandaging, when employed as a final step 
in a surgical operation, is to secure a dressing in contact with 
the operative incision, but there are other quite as important 
services that a bandage may provide. This book, through its 
well-planned illustrations, could make a skilled bandager out 
of the veriest tyro. The methods of using adhesive plaster 
and the utility of the triangular bandage are equally well 
outlined. 

The book should find a place in the hands of everyone who 
needs to be familiar with the application of surgical dressings. 
The success of an operation in some cases and the comfort 
of the patient in most cases are largely influenced by the 
skill with which a bandage is applied. 
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The receipt of the following books is acknowledged, 
and this listing must be regarded as a sufficient return 
for the courtesy of the sender. Books that appear to be 
of particular interest will be reviewed as space permits. 
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will be gladly furnished on request. 


Lectures on Peace and War Orthopedic Surgery. Selected from 
the instructional courses presented at the eleventh annual 
assembly of the American Academy of Orthopaedic Sur- 
geons, Chicago, January 17, 18, 19, 20 and 21, 1943. Edited 
by James E. M. Thomson, M.D., chairman of the instruc- 
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tional section. 4°, cloth, 322 pp., illustrated. Ann Arbor, 
Michigan: Edward Brothers, Incorporated, 1943. $4.00. 
This volume forms the transactions of the instructional 
section of the 1943 meeting of the American Academy of 
Orthopedic Surgeons. ‘The volume contains sixty-five papers 
by military and civil medical authorities and is illustrated 
with half-tone reproductions of x-ray films and drawings, 
which are reproduced by photolithography. 


Physiology of the Nervous System. By John Farquhar Fulton, 
M.A., D.Phil., D.Se. (Oxon.), $.B., M.D. (Harv.). Second 
edition, revised and reset. 8°, cloth, 614 pp., with 112 illus- 
trations. London: Oxford University Press, 1943. $9.00. 
The reviewer believed that the first edition of this work 
was an outstanding contribution to the subject; his opinion 
is reinforced by the appearance of the second edition, so 
thoroughly revised and brought up to date. The book can 
be highly recommended to medical students, physicians and 
workers in laboratori s and libraries. It is, indeed, a funda- 
mental text that should find a place on the shelf of all medical 
libraries, both public and private. 


The Arthropathies; A handbood of roentgen diagnosis. By 
Alfred A. de Lormier, M.A., M.D., colonel, Medical Corps, 
United States Army, and commandant, Army School of 
Roentgenology, Memphis, Tennessee. 8°, cloth, 319 pp., 
with 678 illustrations. Chicago: The Year Book Publishers 
Incorporated, 1943. $5.50. 


This handbook is a compilation of lectures presented to 
the officers of the Army Medical School in Washington and 
the Army School of Roentgenology in Memphis. The ma- 
terial is presented in the form followed in the teaching, which 
- largely graphic. There are a large number of radiographic 
plates. 


Human Constitution in Clinical Medicine. By George Draper, 
M.D., associate professor of clinical medicine, College of 
Physicians and Surgeons, Columbia University, and asso- 
ciate attending physician, Presbyterian Hospital, New York 
City; C. W. Dupertuis, Ph.D., physical anthropologist, 
Constitution Clinic, Presbyterian Hospital, New York City; 
and J. L. Caughey, Jr., ed.Sc.D., associate in 
medicine, College of Physicians and Surgeons, Columbia 
University, and assistant physician, Presbyterian Hospital, 
New York City. 8°, cloth, 273 pp., with 29 illustrations and 
a — New York: Paul B. Rashes, Incorporated, 1944. 


This manual is designed for the use of medical students 
and is written from the clinical point of view, with the ob- 
jective of showing that there is an essential relation between 
each patient and the disease that at any moment he or she 
may suffer. 


Psychosomatic Diagnosis. By Flanders Dunbar, M.D., Med. 
c.D., Ph.D., member, Department of Medicine and Depart- 
ment of Psychiatry, Columbia University. With a foreword 
by Leonard G. Rowntree, M.D., colonel, Medical Reserve 
Corps, United States Army, and chief, Medical Division, 
Bureau of Selective Service of the War Manpower Com- 
mission, Washington, D. C. 8°, cloth, 741 pp., with 16 
charts and 12 tables. New York: Paul B. Hoeber, Incor- 
porated, 1943. $7.50. 


This new treatise in a new field of medicine has been 
written for the use of the general practitioner and also to 
serve as a guide in teaching. Emphasis has been placed 
on the fundamental importance of a complete case history, 
after which special chapters are devoted to fractures, cardio- 
vascular disease, rheumatic disease, cardiac arrhythmias 
and diabetes. A large number of clinical case histories are 
included in the text; also there is appended a large 
bibliography. 


The Philosophy of Marsilio Ficino. By Paul O. Kristeller, 
associate in philosophy, Columbia University. ‘Translated 
into English by Virginia Conant. 8°, cloth, 441 pp. New 
York: Cclumbia University Press, 1943. $4.50. 

This book was originally written in German in 1937, and 
the translation is the first study in English of Ficino, who 
ae a physician and leader of the Platonic Academy in 
Florence. 


(Notices on page xvii) 


